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So much attention has been devoted to the question of the tech- 
nical management of Intra-Nasal Surgery, especially to that of the 
nasal septum and turbinal bodies and the very detailed description 
of operations and their variations, while the matter of post-opera- 
tive treatment and the many complications likely to arise in the 
course of this work, have been but sparingly considered. To the 
ambitious rhinologist, the conception and practice of a new opera- 
tive technique are important eras, and reflect much credit to his 
originality and mechanical ability; yet the obscure features which 
are mainly responsible for his successful results, are his conduct of 
the case and his appreciation of the little points which prevent un- 
toward results. So, for instance, the surgery of an Asch opera- 
tion may be brilliantly executed, yet the neglect of proper splints 
and maintenance of calibre of the affected side of the nose will be 
productive of much dissatisfaction both to the patient and to the 
surgeon. Again, it is an easy matter to draw a furrow along the 
turbinal body, but carelessness in even so simple a technique may 
produce that ‘‘béte noire’’ of the rhinologist, a synechia. 

It is the purpose of this paper to cite the many “little things” 


*Read before the Western Ophthalmologic and Oto-Laryngologic Association, Chicago, 
April 10, 1902. 
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which are most prolific in reflecting unfavorably on the work of 
the rhinologist, and to indicate how they may be avoided. 

It is an invariable rule with me to thoroughly cleanse the nasal 
passages anteriorly and posteriorly by a warm alkaline solution, 
either with the post nasal douche, or atomizer before every intra- 
nasal operation. If thorough cleanliness is a universally accept- 
ed principle in all branches of surgery, then surely the same rule 
should hold good in the conduct of nasal operations ; yet how many 
of us are there who will take this simple precaution to avoid the 
frequent infections which follow even slight operations. 

Let us grant that the nasal and post-nasal areas are easily ex- 
posed to infection, and are difficult to maintain in an aseptic con- 
dition ; this only emphasizes the importance of cleanliness. From 
long experience we have ascertained that the nasal mucosa and un- 
derlying tissues can stand much punishment, and I assume that 
this is in greater part responsible for our indifference in thoroughly 
cleansing these areas prior to, and following operation. 

I know that it is the practice of many operators to simply anes- 
thetize the field of operation without further preliminaries, apply 
the galvano-cautery point or clip off a soft redundant part of tur- 
binal tissue with snare or scissors, dust a little antiseptic powder 
over the surface and dismiss the patient. Then in the course of 
years when sufficient data have been collected, such an operator 
will report a series of cases of secondary nasal hemorrhage, or of 
pharyngeal affection or ocular disturbance, following the use of 
the cautery. Such a procedure may help to enrich rhinological 
literature, but reflects neither to the credit of the operator nor sat- 
isfaction of the patient. I have seen patients operated on in a bitter 
cold winter day, and sent home a few minutes after the operation 
with no protective dressing in the nose. We would not leave an 
open wound unprotected in any other part of the body, but do so 
with impunity in the nasal cavity. 

Perhaps one of the most troublesome and frequent factors that 
may arise in nasal surgery is hemorrhage. To enumerate the 
various means at our disposal for checking hemorrhage after opera- 
tion, would be a formidable undertaking, and I will content myself 
with a few suggestions that may apply to the majority of cases. I 
use some form of nasal plug or tampon after every operation, 
whether in turbinotomy or turbinectomy, the removal of a septal 
spur, the straightening of a deflected septum, curettement of an 
erosion or ulceration, or simple cauterization. This tampon is to 
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be carefully adapted to the entire surface of operation, and is to 
be snugly fitted so that an even pressure is brought to bear on all 
points. An irregularly packed mass of gauze or a small twisted 
wad of cotton will not accomplish this object. For a long time 
I used a narrow wedge-shaped applicator about which a layer of 
cotton was wound to the required thickness and calibre of the nasal 
cavity. This plug is neatly trimmed on both ends with scissors, 
and is saturated with benzoinol or other liquid petroleum. The 
excess of fluid is then gently squeezed out and the surfaces of the 
plug smeared with petroleum. The large end of this wedge-shaped 
plug is then grasped with forceps and inserted in the nose. 

The advantages of preparing such a plug by saturating it with an 
antiseptic oil and greasing its surfaces with vaseline, are manifold. 
In the first place, an oily mass of cotton will adapt itself much 
more readily to the many small crevices and curvatures of the nasal 
channel. Again, if hemorrhage should take place even after the 
plug is in position, the blood will quickly saturate dry cotton and 
will drip anteriorly or posteriorly from the end of the wedge, and 
the oozing in that way may continue for some time. By preparing 
the plug with oil, its saturation by blood is avoided. Another dis- 
advantage of a dry plug which becomes saturated with blood, is 
that when maintained in place for a day or more, the offensive odors 
oi beginning decomposition are very unpleasant to the patient, and 
infection of the adjacent tissues is more readily effected. 

The object of liberally smearing the outer surfaces of such a tam- 
pon with vaseline is to prevent adhesions between the walls of the 
nasal chamber and the cotton tampon. We have all experienced 
the difficulty of removing a dry dressing from the nose, and the 
case with which the delicate mucosa is torn or injured and bleed- 
ing again provoked. - This is overcome by the use of a thoroughly 
oiled tampon. 

When a firmer pressure is desired, as in splinting the nose after 
an Asche operation, or to check a hemorrhage from the nasal cav- 
ity where the bleeding point can be fairly well located, the most 
practical and serviceable tampon is the specially prepared com- 
pressed cotton splint, as modified for nasal use by Simpson, These 
splints in compressed form are thin, and can be inserted in almost 
any nostril, no matter how much occlusion there may be. The 
special feature of this splint consists in its absorbing qualities. 
When water or the serous fluids of the nose come in contact with 
this plug, it swells to many times its original thickness, adapting 
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itself to the curvature of the nasal walls, and by the constant uni- 
form pressure thus produced, such a splint forms the best possible 
means of controlling and checking hemorrhage, or maintaining the 
septum in its new position. 

Another important value of this nasal dressing aside from its 
control of hemorrhage, is the favorable influence which it exerts 
during the healing process. By its uniform pressure, the operated 
areas can heal smoothly and all tendency to granulation and redun- 
dancy is avoided. I have often compared the.results of similar op- 
erations in the nose, in the one case where tampons are used, and in 
the other where the nose is simply sprayed, or the surface medicat- 
ed with an antiseptic powder. Where the cotton tampon is used, 
the wound invariably heals smoothly and flat; where no pressure is 
exerted, the rhinologist is frequently obliged to use caustics or the 
curette to remove the granulations which so frequently follow. 

The time of retention of the dressing in the nose is also an im- 
portant factor. My attention was recently called to a case where 
profuse hemorrhage followed the removal of a septal ridge, and 
the nasal cavity was tightly packed with gauze. As the hemor- 
rhage had been rather unusual, the operator was tempted to allow 
the original dressing to remain in place for three days, and a se- 
rious sepsis was the result. 

Under no circumstances should a first dressing be allowed to re- 
main in the nasal cavity for more than forty-eight hours. If the 
cotton tampon or compressed splints previously referred to are 
properly prepared, their removal from the nose and the insertion 
of fresh splints can be accomplished with little or no bleeding. 

The most difficult area of the nose to cope with, and to guard 
against hemorrhage, is in operations on the posterior ends of the 
turbinals. In some instances it becomes necessary to plug the 
posterior nares to control serious hemorrhage from this area. Ii 
this technique is undertaken from the pharynx, there are several 
procedures at our disposal. I think the Beloca’s Cannula can be 
assigned to the rhinological period of twenty years ago. The 
sharp edges of the spring obturator of this instrument are capable 
of cutting or lacerating the post-nasal areas very severely, and 
thus adding additional points of hemorrhage. _If it is necessary to 
introduce an instrument through the nose to the epi-pharynx so that 
the gauze dressings may extend the full length of the nasal chan- 
nel, the same object may be attained by the use of a soft rubber 
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catheter, and the gauze or other dressing tied to the distal end 
and drawn forward, 

Another method of packing the post-nasal space which I have 
found of service in several instances, is as follows: The left forefin- 
ger serves as a palate hook, and the right hand holds a long for- 
ceps curved on the flat, carrying a strip of selveged gauze one 
inch wide. With the palate retracted well forward, the gauze can 
be packed well up beyond the bleeding posterior naris, and if nec- 
essary, can be extended some distance forward in the nasal chan- 
nel. I have found this plan superior to that of drawing a length 
of gauze through the nose, because a dressing can be much better 
adapted to the bleeding surface, and there is no danger of lacerating 
the parts by instruments or dressings. 

Still another method of packing the entire nasal channel from 
the anterior to the posterior naris, is te carry a narrow strip of 
gauze as before described, with a long straight forceps through the 
anterior naris back to the finger of the left hand introduced into 
the patient’s naso-pharynx, and in that way adjusting the gauze 
and packing as firmly as may be desired, the full length of the 
channel. 

Another point in the question of hemorrhage which should al- 
ways be given consideration, is the determination of the bleeding 
point or area. It is a very natural temptation when a patient ap- 
plies for relief from nasal hemorrhage, that the operator should pick 
up his swab or atomizer and medicate the entire nasal cavity with 
adrenalin chloride, cocaine solution, peroxide of hydrogen or other 
efficient hemostatic, and that no special effort is made to find the 
bleeding point. From a critical point of view, this should scarce- 
ly be considered scientific. In nearly all cases of hemorrhage 
from the nose, the bleeding area can easily and definitely be deter- 
mined, and there is much more satisfaction and surety in applying 
our hemostatic directly to the spot. I recall one case of profuse 
nasal hemorrhage where I was called in consultation, where tri- 
chlor-acetic acid had been used as the hemostatic. The physician,not 
being able to locate the bleeding point, and to make sure of his 
hemostatic, had swabed as much of the interior of the nasal cavity 
as he could reach with pure trichlor-acetic acid. True, the hem- 
orrhage was checked, but the entire mucosa of that side of the 
nose presented a very unusual appearance, and the patient was 
caused excruciating pain. This application was soon followed 
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by an extensive superficial slough, a condition brought about pure- 
ly by professional ignorance or inaccuracy. 

In the prosperous days of liberal galvano-cauterization, rhino- 
logical literature was replete with descriptions of synechia. Per- 
haps my observation that a synechia following cauterization is syn- 
onymous with mild professional carelessness, may be considered 
hypercritical. Synechia can usually be avoided if proper precau- 
tions during operation are taken. Unless mucous membrane of 
both are septal and the outer wall of the nose is injured, synechia 
rarely occurs. When a galvano cautery electrode is applied to the 
turbinal tissue, and the calibre’ of this part of the nasal channel | 
: narrow, the heat from the cautery point will frequently also burn 
the septal mucous membrane. In the healing process, the parts 
which have been cauterized are more or less swollen, and where the 
nasal passage is small, the two opposing surfaces may come in con- 
tact, making a synechia imminent. Add to this carelessness on 
the part of the operator in the after-treatment of his case, and a 
disregard of proper precautions to keep the two nasal surfaces 
apart, and you have the main cause of synechia. The reason that 
we hear less of synechia to-day, is because the galvanic cautery 
has somewhat fallen into disuse. 

Another form of synechia occasionaliy met with, is that follow- 
ing the removal of the middle and superior turbinal areas. The 
higher and deeper the location of the turbinal operation, the more 
prevalent are synechiae, for the higher and deeper the operative 
point, the closer is the nasal septum to the outer nasal wall. 

In using the punch-forceps or scissors in operations on the tur- 
binals, I always use the nasal tampon, both because it is the most 
available means of controlling hemorrhage, and because the inter- 
position of the tampon is the surest safeguard against synechia. 

The proper disposal of synechia has received some attention, and 
a number of ingenious suggestions have been offered for clearing 
the nasal passages of these obstructions. In my experience the 
most effective measure for removing synechia has been by means of 
the long narrow punch-forceps, especially the pattern of Miles’, 
which has a long cutting surface and narrow blades. After thor- 
ough cocainization and further retraction of the field of operation by 
adrenalin, one blade of this forceps is inserted above, and the other 
blade below the synechia. The closure of the forceps resects the 
redundant tissue, and the width of the cutting forceps regulates the 
amount of space which is obtained in clearing the nasal passage. I 
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then insert a Simpson compressed nasal tampon, covering the lat- 
eral surfaces of the tampon with gutta-percha tissue cut to the 
shape of the tampon. This prevents adhesion, and allows of an 
easier removal of the dressing and renewal of same. The use of 


the tampon following this procedure is imperative, for if the ob- 
struction is simply removed and further treatment neglected, the 


granulations which form in the process of healing will cause the re- 
formation of the synechia. 

I believe that many of the difficulties encountered in operating on 
synechia, are accounted for by the fact that a dressing of this char- 
acter is usually neglected. 

Last year Lutz of Brooklyn, presented a very ingenious form of 
nasal plug. This is made of impression composition as used by 
dentists, can be readily molded to any shape desired by exposing 
the mass to gentle heat, and molding with the fingers. I have 
used this new form of plug freely after operations on synechia, and 
find that it is a very practical way of keeping the operated surfaces 
apart. The stearin composition is of a sufficiently firm consis- 
tency to maintain the shape of the plug after it is once introduced 
into the nasal cavity. The composition is water-proof, and the 
oily ingredients prevent sticking to the surfaces of the nasal mu- 
cosa. The main advantages of this plug are that it can be molded 
to fit any nasal channel accurately, and that by virtue of its oily 
consistency it is not saturated with the secretions from the nose. 

In the conduct of the Asch operation, it is my custom to first 
use the compressed cotton tampon for a week or two, changing 
these plugs every other day. After the second week I substitute 
the composition plug for the compressed cotton splint. The pa- 
tient is instructed how to insert and remove this plug, and can wear 
it comfortably for from six to twelve hours at a time. The plug 
is then removed, the nasal cavity sprayed or douched, and in this 
manner the continuous wearing of the plug is maintained until 
the parts have been thoroughly healed in their new position. 

If the few simple observations here recorded will but emphasize 
the importance and necessity of careful attention to the details of 
the after-treatment in nasal operations, the purpose of the paper 
is accomplished. 

3858 Westminster Place. 








SYMPTOMS AND TREATMENT OF CHRONIC EMPYEMA OF 
THE SPHENOIDAL SINUS. 


BY FRANK WHITEHILI, HINKEL, BUFFALO, N. Y. 
Clincal Professor of Laryngology and Otology, University of Buffalo. 

The sphenoidal sinus has not often been brought before this 
Association for discussion. At the meeting in Rochester, in 1895, 
Dr. Bryan” in a contribution to the study of the diseases of the 
accessory sinuses, showed drawings illustrative of the relations of 
the sphenoidal sinus to the superior and middle turbinated bodies 
At the same meeting Dr. Bosworth? reported a case of suppurative 
ethmoid disease followed by invasion of the sphenoidal sinus and 
death, with symptoms of meningitis. He had seen but two cases 
of sphenoidal disease and both terminated fatally. A discussion 
followed these papers turning largely upon the regional anatomy 
of the sphenoidal sinus and interesting mainly as showing how 
little familiarity with this region the fellows possessed at that time, 
and how limited had been surgical interference with this sinus 
Ingals* reported three cases of sphenoidal empyema, upon one of 
which he had operated perforating the floor of the sinus by means 
of an angular dental burr passed behind the soft palate. Gleitz- 
man? and Mulhall’ each reported a case in which he had broken 
down the anterior wall with a probe. In 1899, Bryan® reported a 
case of combined frontal, ethmoidal, and sphenoidal empyema, fol- 
lowed by meningitis and death. The sphenoidal cavity was not 
opened at the operation. In 1900 Dr. Farlow’ reported a case ol 
uzaena of probable sphenoidal origin. Last year Dr. Bryan‘ pre- 
sented a report of an extremely interesting case of combined em- 
pyema, including both sphenoidal sinuses, associated with adenoma 
of the ethmoidal and sphenoidal regions. Recently, though not 
a part of the transactions of this Association, Dr. Jonathan Wright* 
has reported a very interesting case of latent unilateral empyema 
of the sphenoidal sinus presenting the gravest symptoms, with a 
brilliant result from surgical treatment. 

Since Schaeffer in 1885 described an operation for the relief of 
empyema of the sphenoidal sinus there has been a gradual increase 
in our familiarity with disease of this obscure region and an in- 
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creasing number of reports of cases diagnosticated during life and 
relieved by treatment. Though sphenoidal disease can no longes 
be considered rare nor the consideration of its treatment a theme 
of great novelty, yet its diagnosis is still sufficiently difficult, and 
its treatment not so entirely satisfactory or free from danger, but 
that it merits further consideration. 

My experience in the treatment of disease of the sphenoidal sinus 
is limited to twenty cases, in almost all of which the diagnosis was 
verified by operative interference. In but one case am | sure that 
the sphenoidal sinus alone was diseased, though I have recorded 
seven cases in which apparently the other sinuses were not in 
volved. As the symptoms of sphenoidal disease are obscure, a 
tabulation and an analysis of the conditions and symptoms pre- 
sented by any cases may not be without interest or profit as sup- 
plementing the reports of others. 


TABLE OF PROMINENT SYMPTOMS. 
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1. HEADACHE. 


Nine cases complained of headache; in six this was the most 
prominent symptom, and in five the pain was unilateral. It was 
usually temporo-parietal, varying to frontal and occipital. In one 
case the principal pain was about the root of the nose. This case 
presented numerous polyps with extensive disease of the ethmoid 
cells on both sides. In another case the pain was localized in the 
ear in which there was a chronic inflammatory process. This con- 
stant, often severe, earache disappeared after the sphenoidal sinus 
on the corresponding side had been opened. In one case the pain 
was complained of only behind the eye with asthenopia. In three 
cases pain of more or less severity in the eyeballs was one of the 
symptoms. I have been unable to satisfy myself that pain localized 
at any definite spot is significant of involvement of the sphenoidal 
sinus. However, pain radiating from the frontal region to the 
nape of the neck and especially if associated with pain in the eye- 
ball makes me suspicious of involvement of this sinus. The only 
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uniformity found in reported cases is concerning the very great 
severity of the head pains when pus is confined in this sphenoidal 
sinus. 

Z. SYMPTOMS REFERABLE TO THE EYES. 


Inflammation of the retina varying from limitation of the visual 
field for form or color to “choked disc” with total blindness has 
been reported. I have seen no cases in which the visual field was 
found abnormal or in which there was disease of the eye ground. 
In two cases asthenopia was a prominent symptom. I have men- 
tioned the frequency of dull pain referred to the eyeballs. Diplo- 
pia and orbital abscess due to pressure from tumors of the sphenoid 
I shall refer to later. I have had temporary vertical diplopia fol- 
low operation in one case due to extravasation of blood into the 
orbit 

3. SYMPTOMS REFERABLE TO THE EARS. 


I have seen an interesting case in which pain in the ear, fre- 
quently severe, along with pain in the temporo-parietal region was 
the chief symptom. There had been a purulent otitis several 
months before I saw the case; this had ceased when the case came 
into my hands. Treatment, including surgery of the tympanum, 
was unavailing to relieve the earache, when almost by chance I 
discovered a sphenoidal empyema of the same side. Free drain- 
age of the sphenoid relieved almost at once the earache as well as 
the hemicrania. A case has been reported by Dodd in which the 
principal symptoms were pain referred to a purulent middle ear. 
Death occurred from a purulent meningitis localized over the 
sphenoidal sinus which was found filled with pus. There was no 
disease in the region of the temporal bone. 

4. ASTHMA. 

Asthma was present in six cases. In three associated with 
disease of the ethmoid cells, there was polypus, as also in a fourth 
case, in which the sphenoid alone was.involved. In one case there 
was empyema of all the accessory sinuses without polypus. In the 
sixth case there was empyema of the ethmoidal and sphenoidal 
cells. This symptom has not yielded to treatment in two cases, 
Three cases were much improved. One was untreated. 


5. COUGH. 
Eight cases presented as a prominent symptom chronic cough 
with expectoration. In five cases the expectoration was profuse 
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and purulent. Four cases presented the physical signs of chronic 
bronchitis and in one of them there was bronchiectasis. All had 
more or less involvement of the other sinuses and three presented 
nasal polypus. 


6. PHARYNGEAL CATARRH. 


Two cases complained especially of a pharyngeal catarrh. In 
one case this was the only symptom. It is a familiar hypothesis 
that some cases of pharyngeal catarrh may be due to latent sphe- 
noidal sinusitis. The presence of pus above the posterior extrem- 
ity of the middle turbinated body or depending from above the 
superior curve of the posterior naris, though indicative of sphe- 
noidal empyema, is not a pathognomonic sign. It may come from 
the posterior ethmoidal cells instead of from the sphenoidal sinus. 
Indeed, as we know the posterior, ethmoidal and the sphenoidal 
sinuses are frequently a series of connecting pneumatic spaces 
through which disease may readily extend by continuity. The 
only assurance of sphenoidal empyema is the discovery of pus 
welling from the ostium, or the return of pus when the sinus is irri- 
gated. It is often impossible to make a sure diagnosis unless the 
middle turbinate is first amputated. Often little or no pus is found 
in these cases in the upper back part of the nose or pharynx even 
at repeated examinations, unless by a fortunate occurrence of the 
discharge of the contents of the sinus about the time of the exam- 
ination. 


7. TUMOR. 


I have found polypus associated with disease of the sphenoidal 
sinus in seven cases. In one case in which there was empyema 
of the sphenoid alone there was a small recurring polypus protrud- 
ing from beneath the posterior extremity of the right middle tur- 
binate. This ceased to recur after amputation of the middle tur- 
binate and evacuation of the sphenoidal sinus. It is stated by 
several writers that polyps are rarely found with disease of the 
sphenoidal sinus alone. In six cases of polypus sphenoidal disease 
was associated with empyema of some other sinus, usually the 
ethmoid cells. In one case the maxillary sinus also was involved. 

Malignant tumors have been found more frequently associated 
with disease of the sphenoidal sinus than with disease of the other 
sinuses. Two of my cases presented malignant tumors. In a 
hospital case, a man past sixty, a sarcoma developed in the course 
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of a year or so until the left nasal chamber with all its accessory 
sinuses and the naso-pharynx were filled with the growth. He 
suffered from excruciating pains referred to the left parietal and 
occipital regions. Proptosis of the corresponding eye without 
diplopia gradually developed. Suddenly in the course of two days 
there occurred redness and swelling of the upper inner angle of 
the orbit followed by perforation and free purulent discharge. A 
probe passed through the fistula thus formed entered the sphe- 
noidal sinus by way of the orbit judging from the direction and 
measurement. An attempt was made to relieve suffering by a 
removal of part of the tumor through the nasal passages. The 
walls of the nasal chamber were necrotic and very thin. Death 
followed on the second day after operation and the post-mortem 
showed extensive purulent basilar meningitis with a small perfora- 
tion of the cribriform plate. The sphenoidal sinus was filled with 
the growth, though I am unable’to affirm its origin from this point. 

The other case of malignant tumor springing from the region 
of the sphenoidal sinus has some features of interest. This patient, 
a woman, was first seen by me in 1895. She was then about forty 
years ofage. She gave a history of catarrh from childhood marked 
mainly by a “dropping into throat,” at times of an offensive odor. 
This was noticed especially when she lay down. For about one 
year there had been occlusion of the left side of the nose; recently 
the right side had become occluded. She had long suffered from 
pain at the root of the nose and had noticed a failure of memory 
within the past year. A pinkish polyp mass filled the posterior 
superior part of the left nasal chamber and protruded into the 
naso-pharynx, entirely filling the left posterior naris and over- 
lapping the right side. After the removal of this tumor, whose 
attachment is indefinitely recorded as high up and back in the left 
nasal chamber, she had relief from her previous symptoms except 
some continued excess of secretion in the pharynx. My record 
of July 26th, 1895 reports “slight mucus excess on the posterior 
superior nasal wall—the anterior wall of the sphenoidal sinus.” In 
December, 1899, she again consulted me with a return of headache, 
now occipital, and a thick yellow, offensive discharge into the 
throat. She had conjunctival irritation of the left eye but no dis- 
ease of the eye-ground. A rather pale and dense tumor, much 
smaller than the one removed five years before, occupied the pos- 
terior superior portion of the left nasal chamber, apparently 
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springing from the juncture of the posterior wall and the septum. 
Its removal was again followed by temporary relief of symptoms. 
Dr. Gaylord, of the Gratwick Research Laboratory, reported this 
tumor to be an “inflammatory proliferation of the mucous mem- 
brane.” I now removed the middle turbinate quite thoroughly 
and opened the sphenoidal sinus with sharp spoon and electric 
burr. After some months of treatment the patient was improved, 
but not relieved, In January, 1901, she returned with a small 
tumor at the same location and an increase of headaches. After 
removal of this tumor the sphenoidal sinus was systematically irri- 
gated, the tumor tending to recur and occlude the sphenoidal 
opening though apparently not growing from within the sinus. 
The discharge was very slight and always dark and blood-stained. 
In January, 1902, she again consulted me with sharp, shooting 
pains mainly then in the right side of the head and above the right 
eye. She complained of pressure and fullness directly over the 
frontal region. I seared the small growth that had recurred, cur- 
etted its base and the sphenoidal opening freely. On January 20th 
under general anasthesia with an electric driven burr, I enlarged 
the existing sphenoidal opening downward into the floor of the 
sinus. A double, purulent otitis followed the operation. The dis- 
charge from the ears ceased early in February. The head pains 
were little if at all relieved by the operation. Dr. Gaylord re- 
ported the tumor last removed to be.a malignant adenoma. After 
the first report of Dr. Gaylord in 1899 that the tumor then removed 
was an inflammatory proliferation I had supposed that the recur- 
ring tumor was of the same character and associated with the 
chronic sphenoidal empyema, until increasing suspicion of ma- 
lignancy became assurance this year. Hartzfield and Rosen- 
berg” have called attention to a distinct swelling in cases of sphe- 
noidal empyema close to the septum at the level of the anterior 
wall of the sphenoidal sinus which they consider an important 
diagnostic point. I at first supposed the tumor to be something 
of this character. On the sixth of March a left facial paralysis 
developed. Inspection and irrigation at this date showed 
the opening into the sphenoid to be large and the cavity to be 
clean. No recurrence of the tumor could be seen. The left tym- 
panic cavity was apparently in as good condition as before the 
operation. My patient is now failing rapidly with increasing evi- 
dence of intra-cranial involvement ; the facial paralysis continues. 
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Dundas Grant" has reported in a case of sphenoidal empyema the 
spontaneous separation of a myxomatous mass attached to a small 
plate of bone which he regarded as the anterior wall of the sphe- 
noidal sinus. I have had a somewhat similar experience in one of 
my cases. 

From this analysis of my cases I draw the conclusion that we 
have no diagnostic symptoms of sphenoidal empyema. Pain rad- 
iating from the temporo-parietal to the frontal and occipital regions, 
with a scanty, purulent, at times offensive, discharge mainly into the 
pharynx, should awaken a suspicion of. sphenoidal disease. An 
accompanying conjunctival irritation or dull aching in one or both 
eyeballs is still more suggestive. Cough, asthma and nasal polypus 
cannot be regarded as especially significant of uncomplicated sphe- 
noidal disease. — 


7 


TREATMENT. 


In‘many cases the ostium of the sphenoidal sinus can be located 
and a cannula passed into the sinus for irrigation. Not infre- 
quently, however, this cannot be accomplished without a previous 
amputation of part or all of the middle turbinate. My experience 
with irrigation of the sphenoidal sinus through the natural opening 
has not been satisfactory. Severe headache, sometimes lasting the 
rest of the day, has occasionally followed, and I have never suc- 
ceeded in relieving the symptoms or controlling the empyema by 
this method of treatment. I may mention in this connection a 
peculiar formation of the discharge from the sphenoidal sinus that 
I have frequently seen when the sinus is irrigated through the 
ostium. It is not unlike a tadpole in shape and I fancy it is a sim- 
ilar form of discharge that Dundas Grant" refers to as “a small 
pellet of mucus” washed out when the sphenoidal sinus was irri- 
gated. As in the case of the maxillary sinus the ostium is so dis- 
advantageously located for drainage that we may not expect irri- 
gation through the natural passage to relieve a chronically diseased 
sphenoid sinus. Additional drainage and free access to the sinus 
must be secured by an artificial opening through the anterior wall 
—our only available point of attack. 


No great advance has been made in the surgery of the sphenoidal 
sinus since Schaeffer first opened it in the living subject. Some 
modification of the sharp spoon is used to break down the anterior 
wall and to curette the sinus cavity so far as possible, the middle 
turbinate in part or whole having first been amputated. 
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Ingals’ method of entering the sinus through the floor with a 
dental drill seems to me impractical and unsatisfactory. Tapoas® 
suggests obtaining access to the sphenoidal sinus by way of an ex- 
ternal opening through the frontal and ethmoidal sinuses. Bryan‘ 
and J. Wright? have both reported successful operations performed 
in this way. In an uncomplicated sphenoidal empyema, however, 
I cannot see that it affords great advantage either in simplicity or 
safety in comparison with the intranasal operation. 

In a paper read before this Association last year Bryan alluded 
to the method suggested by Jansen at the Moscow Congress in 
1897 of approaching the sphenoidal through the maxillary sinus 
when the latter also is diseased. Furet! has opened the sphenoidal 
sinus by way of the maxillary sinus even when the maxillary sinus 
is not diseased. He suggests this route when the nasal chambers 
are abnormally narrow. Bryan quoted Furet’s conclusions before 
this Association last year. Quodi! points out that in some cases 
the sphenoidal sinus bulges downward and outward as a “maxillary 
recess,” so that there is between it and the maxillary sinus a thin 
common wall; in such a case the sphenoid would be easily accessible 
through the maxillary sinus. I have a specimen in which this 
anatomical peculiarity is presented and this extension of the 
sphenoid down and out could be reached and drained only through 
the maxillary sinus. Usually it is not difficult to, perforate intra- 
nasally the anterior wall of the sphenoidal sinus, but it is often 
impossible to reach every part with the curette or to secure drain- 
age from near the lowest point. Where the probe reveals unusual 
extension of the sinus outward and downward operation by way of 
the maxillary sinus appears to be indicated. However, the method 
of approach through the maxillary sinus presents difficulties of a 
serious nature and we should certainly not be justified in using 
this route when the maxillary sinus is uninvolved, unless previous 
intranasal procedures had failed of success. I have not opened the 
sphenoidal sinus by way of the maxillary sinus in the living subject 
and I have no opinion to express of the therapeutic efficiency of 
this procedure. 

The chief difficulty that I have found after the ordinary intra- 
nasal operation upon the anterior wall of the sphenoid has been 
the tendency of the opening to close again to such a degree that 
the discharges from the conformation of the cavity are easily 
poekilid. The lower portion of the anterior wall and the fioor of 
the sinus are usually quite thick and dense and the sharp spoon 
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makes but little impression upon them. I have endeavored in one 
case to secure an opening that would assure continued free drain- 
age by the following method. I first amputated under cocaine the 
middle turbinate and locating the sphenoidal foramen I broke 
down so far as I was able the anterior wall with the sharp spoon. 
A few days later under general anesthesia with burrs driven by an 
electric motor I endeavored to drill away the lower portion of the 
anterior wall and part of the floor of the sinus so that a grooved 
depression should extend to and include the upper curve of the 
posterior naris. This secures drainage from the most dependent 
part of the cavity that is accessible. The burrs should be from one- 
eighth to three-sixteenths of an inch in diameter and so made as to 
cut in the direction of their axis almost as well as laterally. 
Smaller sizes might be dangerous from too great power of penetra- 
tion. The shaft should be two and one-half inches clear above 
the chuck of the cable. With a good illumination and the finger 
in the posterior naris I found the procedure practicable, but in my 
first attempt I was not bold nor persistent enough, and I did not 
secure quite the drainage channel I had anticipated. The opening 
in the anterior wall of the sinus remained large and patulous, how- 
ever. I suggest this method of operating as one that will be found 
serviceable in suitable cases. Possibly from the freer drainage 
thus secured it may be followed by a more complete cessation of 
discharge from the sinus than we actually obtain. 

The possibility in operation upon the sphenoidal sinus of pene- 
trating the cranial cavity with injury to its contents has from the 
first been appreciated and indeed has possibly interferred with the 
development of this operation. Nevertheless recorded deaths di- 
rectly or possibly due to operative interference are much fewer 
than the deaths recorded from meningitis due to untreated 
sphenoidal abscess; and when we surmise how many deaths from 
meningitis consequent to this disease may have occurred whose 
cause was unrecognized it is evident that the dangers of operation 
are much less than the dangers of a neglected sphenoidal empyema. 
Bryan® last year quoted Toubert’s® report of twenty-four cases of 
meningitis due to sphenoidal disease and several additional cases 
-have been reported since that time. Attention has been repeat- 
edly called to the relative thickness of the posterior wall and floor 
of the sinus and that amputations may be carried on with reasonable 
safety within the sinus if care be taken to, avoid rough treatment 
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of the roof and external wall. I cannot agree with Roughton’s 
opinion that “the passage of a sharp pointed instrument through 
the anterior wall of the sphenoidal sinus is attended with such risk 
of infecting the interior of the skull that it should never be done.” 

An accident that may happen in this operation to which I find 
little allusion is a serious immediate or secondary hemorrhage. In 
close relation with the external wall of the sinus lie the infernai 
carotid artery and the cavernous sinus. The spheno-palatine twig 
of the internal maxillary artery passes through the spheno-palatine 
foramen just to the outer side of the anterior wall of the sinus 
and sends a branch—the septal artery—across the face of the 
sphenoid to supply the mucous membrane of the septum. This 
branch of the internal maxillary is the one most likely to be in- 
jured during an operation performed with due caution. I have 
had a severe secondary hemorrhage occur ten days after a free 
opening into the anterior wall of each sphenoidal sinus. In the 
interval both sphenoidal sinuses had been irrigated daily, Six days 
after the operation dull frontal headache began there, having been 
no headache previously, and the patient complained of a painful 
sensation high up and back in the left nasal chamber. On the ninth 
day I syringed both sphenoidal sinuses with a solution of hydrogen 
dioxide. When I syringed the left cavity the patient immediately 
complained of severe pain. This was followed by sneezing and 
then a very severé and protracted hemorrhage that required a post- 
nasal and intranasal tamponade. About midnight of the second 
day I was called to my patient and found him almost exsanguinated 
from a prodigious hemorrhage through the dressings. I repacked 
the cavity as before, but oozing did not cease until the tourth day. 
I removed the tampon little by little, all being removed by the 
seventh day from the beginning of the hemorrhage. From the 
little that I could see during the hemorrhage the blood appeared to 
pour out from the external side of the upper back part of the 
left nasal chamber. I think that the spheno-palatine artery was 
wounded in my operation. The wound was protected by a clot 
which was dissolved by the dioxide of hydrogen. My patient, a 
man of intelligence, stated that the bleeding came from the point 
that had been painful for a few days and that it relieved that sensa- 
tion permanently. 

Geitzman in 1895 reported to this Association a secondary 
hemorrhage occurring on the seventh day after the opening of the 
sphenoid. In his case also there was a recurrence of hemorrhage 
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requiring another tamponade on the second day. C. J. Jackson, 
in 1891, presented to the Pathological Society of London a speci- 
men taken from a boy aged thirteen years. There was a small 
myxomatous polyp in a large sphenoidal sinus.. Two or three 
months previously the boy received a fracture of the frontal bone 
which was followed by frequent attacks of epistaxis, during one of 
which he died. The sphenoidal sinus was full of clotted blood and 
there was a direct communication with the left carotid artery, prob- 
ably caused at the time of the accident. Dr. J. N. Hepburn re- 
ported at the 1901 meeting of the American Laryngological, Rhin- 
ological and Otological Society a hemorrhage which he had wit- 
nessed during an operation on the sphenoidal sinus “in which the 
cavernous sinus had been accidentally opened.” A startling hemor- 
rhage followed which was controlled by packing. That severe and 
persistent hemorrhage following this operation has not been re- 
ported more frequently indicates that the accident, while its pos- 
sibility is to be recognized and prepared for, is not of frequent 
occurrence. 

The results of my operations for chronic empyema of the sphe- 
noidal sinus usually have been satisfactory. The more distressing 
symptoms have been relieved. A number of my cases which | 
have recorded as cured continue to have more or less annoying 
mucous or muco-purulent discharges into the nasopharynx. In 
the more obstinate of my cases there has been a marked tendency 
for the opening in the anterior wall to contract until little more 
access to the sinus or drainage of its contents is secured than before 
operation. 

I incline to the belief that if I am able to carry out completely 
my method of operating that I have outlined in this paper I shall 
secure such good and permanent drainage that more complete 
relief from these annoying discharges may be secured. 


RESULTS OF OPERATIONS. 
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SCARLATINAL PERFORATIONS OF THE PILLARS OF THE 
FAUCES* 


BY THOMAS HUBBARD, M.D., TOLEDO, OHIO. 


The particular subject to be considered is that kind of scarlatinal 
sore throat, usually designated streptococcal angina, characterized 
by superficial or deep tissue destruction or even circumscribed gan- 
grene. The expression, coagulation necrosis, applicable to ail 
pseudo-membranous processes, implies a more or less superficial 
septic thrombosis involving all blood channels. In deep penetrat- 
ing ulcerations or circumscribed gangrene there is septic thrombo- 
sis of the larger veins primarily, in fact the depth of the slough is 
determined by the penetration of septic coagulation in the veins of 
part. This conception of the deep coagulation necrosis character- 
istic of scalatinal angina is important. The fulminating pyaemia 
which occasionally is met with in this disease is really progressing 
septic phlebitis involving the large venous trunks. 

In the study of this disease process, as manifested in that part of 
the throat structure known as the faucal pillars, there are certain 
features to which attention should be drawn. | The tonsils, lodged 
between the anterior and posterior pillars, are usually first invaded. 
The germs causing coagulation necrosis readily permeate the whole 
substance of the tonsil and numerous foci of destruction -form. 
Goodale (1) has found deep streptococcal abscesses in tonsile ex- 
cised during the acute inflammatory stage in severe tonsilitis. Thus 
it is clear that the faucal pillars invaded on their free surfaces by the 
superficial coagulation necrosis are likewise menaced by a destruc- 
tive process from the tonsillar surface, the crypts of the tonsils serv-- 
ing to concentrate and render more virulent the septic germs. Us- 
ually, however, the capsule of the tonsil resists destruction and only 
a small foci within the tonsil break down. But in some cases we 
have in scarlatinal angina a condition of more severe peritonsillitis 
with invasion of the sub-tonsillar tissues. 

F. C. Cobb (2) has called attention to the pharyngo-maxillary 
space as the seat of the suppurative process in deep peritonsillar 
~~ *Read before the American Laryngological Society, Boston, May, 1902. 
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abscess, and in cases which I have observed and in which perfora- 
tion of the faucal pillars has occurred, it has seemed that the focus 
of most active destruction was in this subtonsillar space. This 
deep focus of coagulation necrosis destroys in all directions, and 
particularly toward the points of least resistance, the anterior and 
posterior faucial pillars. It is not as in ordinary peritonsillar ab- 
scess a localized pus forming process, but actual necrosis. The 
fact that in the cases observed it was possible to pass a probe 
through the anterior pillar into or beneath the tonsil and then out 
through the posterior pillar points conclusively to a central ton- 
sillar or subtonsillar focus of destruction. Further it may be ob- 
served that the perforations occurred at or near the point of elec- 
tion for opening deep peritonsillar abscesses thus indicating that 
the pharyngo-maxillary space was the center of active destruction. 

The question as to the permanence of such perforations is also 
important. It depends chiefly upon the amount of destruction of 
the pillars and the amount of tonsillar tissue that is left. Usually 
they cicatrize, leaving a blind pouch, but I have seen such perfora- 
tions remain as a slit exactly like the congenital malformations 
recorded. 

In the study of throat ulcerations as evidenced by the presence 
oi perforations or blind pouches and scar tissue the so-called con- 
genital malformations must be taken into account. Bosworth (3) 
mentions the cases recorded by Wolters, Chiari, Schrapinger and 
others. The description of some of these corresponds closely 
with the post-scarlatinal cases. Watson refers to a case in which 
there was a blind pouch leading downward from pillar indicating 
a defective closure of the post mandibular visceral cleft. Broeck- 
bert (4) collected two cases recorded by Garel of congenital per- 
forations of the anterior pillars, and he adds two more observed by 
himself; 1, Symmetrical congenital perforation of both anterior 
pillars in a boy of eleven; 2, Perforation 1ox2 millimeters in left an- 
terior pillar. 

W.-Williams (5) showed before the Laryngological Society of 
London a drawing of a “Congenital Fenestration of the Faucial 
Pillars.” In the same volume, Waggett (5) exhibited a case of 
“Probable Congenital Fenestration of the Anterior Pillars of the 
Fauces,” the same being in a woman of 43 having a history of 
scarlet fever, but no knowledge of ulceration. In the discussion 
by Beale, Donelan and Powell the concensus of opinion was in 
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favor of such perforations having resulted from an ulcerative pro- 
cess, probably scarlatinal, as there was cicatricial border. 

A case exhibited by Davis (6) of a peculiar palatal malforma- 
tion consisting of a webbing resembling and accessory palato-phar- 
yngeus, was supposed to be congenital. In the discussion de 
Haviland Hall, Powell, F. Semon, Williams, C. Beale, H. Tilley, 
Baber, D. Grant considered it the result of an ulcerative process, 
probably scarlatinal. 

F. Semon (7) showed a patient, a girl of eleven, having congeni- 
tal Symmetrical Gaps in both Anterior Pillars of the Fauces with 
Absence of the Tonsils. The slits extended almost the whole 
length of the pillars. There was no scarring nor history of ul- 
ceration. Semon stated that he had found in literature about 
twenty cases of such anomaly in three of which the tonsils were 
absent. Chiari had suggested that such a condition represent 
the persistence of the bronchial clefts. It was remarked by St. 
Clair Thompson that until such conditions were detected in early 
infancy they could scarcely be called congenital with a certainty. 

F. K. Monro (8) describes a case of “Membranous Sore Throat 
with Perforation of the Faucial Pillars resulting from Pneumococ- 
cus Infection.” In this case there was complete perforation 
through both anterior and posterior pillars. The patient had 
albuminuria and also slight paretic symptoms, but no Klebs-Loef- 
fler bacilli were found. 

Newcomb (9) refers to the difficulty in determining positively - 
the question of congenital origin of palatal anomalies. Symmet- 
rical lesions and absence of cicatrical tissue supports but does not 
prove that the lesion is congenital. The author narrates one case 
of supposed congenital oval perforations in both anterior pillars. 
The location of the perforations with reference to the tonsils sug- 
gests a probability of origin similar to the process described in my 
cases. He further quotes Fowler who maintains that in all such 
cases a history of previous scarlatinal angina or peritonsillar ab- 
scess can be elicited and that scar tissue can be found if carefully 
searched for. 

In this article (Newcomb’s) the probability of such lesions be- 
ing either congenital defects or the result of acute non-specific ul- 
ceration is fairly presented. At the same time it seems to me that 
we should go even further, and assume that such conditions are 
the result of an acute ulcerative process unless positively disproven. 
The importance of scar tissue is over-estimated. | Where the le- 
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sion occurs in an infant scar tissue may be entirely wanting when 
seen in adulthood. Or, in case of perforation of permanent char- 
acter the puckering from the tonsillar surface may draw in the ci- 
catricial margin leaving only normal mucous membrane visible sur- 
rounding the perforation, 

The current literature on this question presents a rather strik- 
ing contrast to the standard authorities. It restores one’s confi- 
dence in mankind to find so many causes for evidences of throat 
ulcerations other than syphilis. There is one point to which at- 
tention should be paticularly directed. The location of a blind 
pouch or perforation is an indication of the cause. If it be sit- 
uated in close proximity to the tonsil or near the pharyngo-max- 
illary space the probability is greatly in favor of there having been 
a deep tonsillar abscess or necrotic process, and I believe that such 
phases of scarlatinal anginas are frequently overlooked. 

CASES.—In a girl of four the cardinal symptoms of scarlatina 
were obscured by the violent angina. She had had one or more 
doses of antitoxin and had been treated for diphtheria when I saw 


her during the third week of sickness. At that time there was 
pronounced septico-pyaemia with a daily almost constant tempera- 
ture of 103 degrees to 104 degrees. Food was refused because 


of dysphagia. She had been in this condition for many days and 
was becoming drowsy and apathetic. The odor from throat, nose 
and left ear permeated the room. My first impression was that 
the patient was in a late stage of typhoid fever, with throat and 
ear abscesses, scarlet fevor not being suspected. The history of 
the case and subsequent development of scarlet fever in a sister 
and brother determined the diagnosis. The left faucial pillar was 
covered with a false membrane on the removal of which a deep 
pocket was discovered penetrating to the subtonsillar region at its 
upper part. When first seen this perforation was about the size 
of a lead pencil. In the right anterior pillar was a smaller pertora- 
tion and in the posterior pillar on the same side a similar one. In 
fact a swab could be passed through to the post-pharyngeal wall. 
There was probably a considerable degree of coagulation necrosis 
in the naso-pharynx, and superficial sloughing. From the left 
ear there was a stinking sanious discharge and inspection showed 
a large plaque of necrosed bone, in the superior meatus. Mastoid 
not specially involved. In the right ear, there was a subacute 
suppurative process. (It has been remarked, and indeed we know 
from clinical experience, that it is quite the rtle to have both ears 
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simultaneously involved in scarlatina. In addition to direct infec- 
tion of Eustachian tube and lymphatics, there is the almost con- 
stant factor of dysphagia in all cases of throat abscesses, causing re- 
gurgitation into the naso-pharynx and thus forcing septic fluids 
into the tube and middle ear.) The depth of the slough in the left 
tonsil was of course exaggerated by the general swelling of the 
parts, but as the pocket was gradually cleared of necrotic debris in 
the course of a few days’ treatment, it seemed that it penetrated to 
the base of tonsil and as decp as the large blood vessels. In fact 
hemorrhage was feared. The more superficial region continued 
sloughing for some time, a week or more, until nearly all of the 
tonsil had disappeared and with it the anterior pillar. The perfo- 
ration on the right became clean-cut in both anterior and posterior 
pillars, but as the peritonsillar swelling subsided and the tissues 
resumed their normal relations cicatrization progressed until there 
was left only a blind pouch with an area of cicatricial tissue around 
it. The general edema of the pharynx persisted for a week or 
more involving the larynx, pronounced dyspnea for a day or more 
adding to the patient’s distress. 

The treatment may be briefly referred to, to emphasize the obsti- 
nacy and progressive character of this type of ulceration. The hy- 
gienic conditions were improved by removal from a dark bedroom 
with unsanitary closet adjoining, to a bright sunny room. The 
child was given very little by the mouth as dysphagia caused in- 
crease of ear trouble and added the danger of bronchitis from food 
aspiration. She was kept alive for more than a week by rectal 
enemata of beef peptonoids, eggs and pancreatinized milk. The 
local treatment of the throat and ears was thorough: Dobell’s solu- 
tion sprayed into nares every two hours; ulcers were cleaned out by 
hydrogen-dioxide (diluted) on swab every six hours and then filled 
with a powder of bismuth, orthoform and starch, equal parts. The 
ear was syringed every three hours with bichloride of mercury one 
to 3,000, and twice daily, after cleansing, hydrochloric acid, 2 per 
cent, was dropped into the canal and allowed to remain ten or fif- 
teen minutes. This gradually dissolved the carious bone and the 
odor lessened. With all this the patient’s condition at the end 
of a week gave encouragement only in the fact that she was alive, 
had less fever, less odor, and still tolerated rectal enemata. 


After ten days she was able to swallow, and at the beginning of 
the second week of treatment the healing of the ulcers was satis- 
factory. The carious bone was dissolved out and the loosened 
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malleus was afterwards removed by the curette. The right ear 
discharged a short time but eventually healed with a normal hear- 
ing. 

On the left there is fair hearing, now eighteen months after sick- 
ness, but this will probably lessen as there is a purulent discharge 
at intervals, and complete cicatrization will reduce the direct sound 
perception through the foramen rotundum. 

The second case, a child of two years, is similar but not of so 
severe a type. The ulceration and ear suppuration were on both 
sides. Perforation of pillars had not been diagnosed and I was. 
called on account of the ear trouble. The patient had moderate 
degree of fever and emaciation was extreme. During the first week 
ot treatment swallowing was impossible and nutrition was main- 
tained with enemata. As in the previous case the sloughing stead- 
ily progressed for a week until there was a clean-cut perforation of 
the anterior pillar leading into a pocket deep in the sub-tonsillar 
region and thence through the posterior pillar. 

The blind cicatrical pocket in the anterior pillar is located identi- 
cally with the one in the other case directly over the pharyngo- 
maxillary space, and hence I infer that this was the center of active 
tissue destruction. Both ears were involved, but there was no 
tissue destruction, and this patient recovered with normal hearing. 

In one other case, seen many years after scarlatina, I found such 
a perforation as has been described which by reason of its being 
uearer the free edge, and there being no tonsil left to cement the 
edges together, it has remained permanent. 

It might readily pass for a congenital anomaly, as described by 
observers, as there is no cicatricial tissue to be seen. Persistent 
inquiry revealed a history of scarlatina with very sore throat and 
from the description a probable ulceration. Prior to my expe- 
rience in the other cases I recorded this one as a congenital defect, 
but having observed the others I now believe that it was due to 
scarlatinal ulceration, and also that the process destroyed the ton- 
sil, thus accounting for the permanence of the perforation. 

CONCLUSIONS. 

Special text-books and syphilographers do not give proper credit 
or rather discredit to scarlatinal angina as a cause of defects and ci- 
catrices in the faucial pillars. 

A deep focus of streptococcal infection, tonsillar or subtonsillar, 
causing necrosis of all contiguous tissue rather than pus accumula- 
tion as in ordinary peritonsillitis, is the cause of perforation of an- 
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terior and posterior faucial pillars. The pharyngo-maxillary space 
is the probable location of this focus of necrosis. 

Scarlatinal ulceration is usually bilateral, and being often very 
insidious and marked by other severe systemic symptoms, the le- 
sion is very frequently overlooked. 

The treatment of scarlatinal angina must be conducted with ex- 
treme surgical thoroughness and patient persistence. Bilateral 
uestructive otitis is a common complication of scarlatinal angina, 
since the dysphagia caused by throat infiltration allows regurgita- 
tion of fluids and infecting material into the naso-pharyngeal space 
and only by prompt healing of the throat can the hearing be saved. 
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A CASE OF INCISED WOUND OF THE LARYNX.* 
BY F, E. HOPKINS, M. D., SPRINGFIELD, MASS. 


External wounds of the larynx usually come under the care of 
the general surgeon, and for this reason have interest for him rath- 
er than for the laryngologist. | Occasionally, however, the laryn- 
gologist may be called upon for suggestions, either because of com- 
plications, or of the severity of the symptoms, or because the 
case may present so gruesome and desperate an appearance, that 
for a time the simple indications for treatment are overlooked. The 
following case, the history of which is copied from the records of 
the Springfield Hospital, has some points of interest. 

E. M.,male, single, 38 years of age,carpenter, resident of Mon- 
son, Mass., admitted to the hospital July 17, 1901. Always well 
until two years ago, when he became despondent ana cut his throat 
with a razor. Was taken to the Worcester Hospital and reco: 
ered. For two weeks preceding his admission to the Springfield 
Hospital, he was not in good health, and had been out of work. 
He was nervous and depressed, and could not sleep on account 
gastric distress. On the 13th of July, 1901, while extremely de- 
spondent, he slashed his throat with a razor for the second time, 
and inflicted other mutilations. These wounds were closed with 
sutures, the patient rallied from the shock and was brought to the 
Springfield Hospital on July 17, 1901, as above indicated. 

Physical examination of the patient disclosed no lesion except 
the external wounds. Extending transversely across the throat, 
just above the thyroid cartilage, between it and the hyoid bone, 
was a single incision running well around to the left side of the 
neck. The sutures which were placed had sloughed out, and the 
laryngo-pharynx was laid open to the posterior wall. The epi- 
glottis was divided transversely at its base, the upper segment 
temaining adherent to the base of the tongue. On attempted 
phonation the vocal cords and arytenoids could easily be seen 
through the wound. The patient was unable to take any nourish- 
ment by the mouth, as food entered the larynx and also escaped 
through the opening, and phonation was so interfered with that 
he could nbe understood only with difficulty. The house officer 
was unable to pass a stomach tube, so the patient was sustained 
by nourishing enemata. His strength failed rapidly, and on July 
28th, through the courtesy of Dr. W. H. Pomeroy, surgeon to the 
hospital, I saw the case in consulation. Immediate closure of the 
wound was advised and this was done by Dr. Pomeroy under co- 
caine anesthesia. Supra-renal extract was applied to the granu- 
lating surfaces which were then freshened. A line of buried sut- 
ures was placed near the mucous surface, bringing the divided 
segments of the epiglottis into good apposition, and the external 
wound was closed with sutures closely placed. The voice was re- 
stored, and after three days soft food could be swallowed without 
difficulty or pain. The wound healed promptly and the patient 
was transferred to the State Hospital for Insane at Northampton. 


*Read before the American Laryngological Society, Boston, May, 1902. 
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ABDUCTOR PARALYSIS OF THE LARYNX.* 


BY D. J. GIBB WISHART, M.D., TORONTO. 
Professor of Laryngology and Rhinology, Trinity Medical College, and the Ontario Medical 
College for Women, Toronto, Ont. 

In presenting the subject of Abductor Paralysis again for your 
consideration and keeping in mind the paper read before you in 
1900 by Dr. Norton L. Wilson (1) I may premise by apologizing 
that I have nothing new to add with regard to etiology or treat- 
ment. Only two cases have presented themselves to me thus far, 
but as one of these has been under observation for over four years, 
and exhibits some doubtful points in diagnosis, as well as oth- 
et points of interest, I may be pardoned for bringing the subject 
under your attention. 

Both of my cases have been males. The first presented himself 
on the 28th of May, 1896, at St. Michael’s Hospital, suffering from 
marked dyspnoea. At the age of 18 the patient had suffered from 
a slight attack of gonorrhea, and from what may have been a 
chancre. There is an indefinite history of the appearance of four 
gummata, one on the left temple, but there was no appearance of 
swelling of the glands, or of a rash upon the skin at any time. It 
would seem that a diagnosis of syphilis had been made at the time, 
as the patient states that he was treated for nine months with blue 
pill, and sarsaparilla. From that time on he appears to have been 
thoroughly healthy, and well. At the age of 26 he married, and 
became the father of four children, all of whom have been healthy 
from birth. 

Two years ago, that is to say, thirty-seven years after the chan- 
cre, the present disease manifested itself. For the first twelve 
months all that was noticed was a numbness along the outside of, 
and in the heel of the left foot. Eight months ago, he noticed a 
numbness in the tongue, similar to that of the feet. This numb- 
ness spread to the left side of the nose and cheek and most of the 
left side of the face. Three months later, hoarseness developed, 
gradually increasing, while the voice became noticeably weaker. 





*Read before the Eighth Annual Meeting of the American Laryngological, Rhinological 
and Otological Society, Washington, D. C., June 2nd to 4th, 1902. 
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Two months ago swallowing became difficult for the first time, and 
this was accompanied by a tendency towards the regurgitation of 
fluids through the nose. Respiration also became noisy, and 
somewhat difficult, especially on exertion. During the past six 
years there has been a loss of weight, amounting to 35 pounds, and 
night sweats have not been uncommon. At the present time he 
has a sensation of walking on wool, equally in both feet. The legs 
are also numb, and the patient has great difficulty in keeping his 
feet and legs warm. The left side of his face, the lips and the chin, 
and the tongue are numb, and he does not use the left side of his 
mouth in chewing his food. Swallowing is performed without 
any pain or difficulty. The respiration is very noisy, the chief dif- 
ficulty lying with the inspiratory movements. The noise becomes 
worse when the patient is sleeping, which he does very soundly, 
and in the prone position. The character of the breathing at night 
is best described by the statement, that the only person upon the 
flat upon which he is quartered,who has been able to sleep since he 
was admitted, is the patient himself. 

Prior to his entrance into this hospital, the man had been under 
charge of Dr. McDonogh, in the General Hospital. for a month, 
and an operation advised, but refused. 

I am indebted to my colleague, Prof. Anderson, for the following 
account of the patient’s general condition. 

“The following notes on the patient’s general condition were 
made on June 4th, 1898, a few days after tracheotomy by Dr. Wish- 
art. 

The patient is a man of good physique, but rather emaciated, 
weighing 135 pounds, has a nervous, rather anxious expression. 

Heart and circulatory system are normal, pulse, 84. 

Chest is well formed, though there is slightly increased depres- 
sion in the supra-clavicular, and supra-sternal fossae. Physical 
examination discovers nothing abnormal, chest movements free and 
easy, respirations 24. 

Alimentary system ; no difficulty in swallowing at present, though 
a short time previously food had regurgitated through the nose. 
Digestion is good and the bowels are regular. 

Genito-urinary system; patient has had incontinence of urine 
which dribbles away from him without his being able to feel it pas- 
sing through the urethra. Examination of the urine reveals noth- 
ing abnormal, no albumen and no casts. There is less of sexual 


power. . iu : 
Nervous system ; there is marked loss of sensation on the left side 
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of the face from the forehead to the chin, also on. the left side of 
the lips and tongue. The left temporal and masseter muscles 
show great atrophy; he has little power to bite with the left side 
of the jaw; cannot whistle from inability to approximate the lips; 
the tongue is protruded straight and shows no atrophy. —Sterno- 
mastoids are normial. 

Hearing is not impaired. 

Sight is good, though the eyes tire readily. Patient has diplo- 
pia; pupils are of medium size and equal, they react sluggishly to 
both light and accommodation, there is no loss of power in any of 
the ocular muscles. 

Patient complains of a feeling of constriction about the lower 
part of the abdomen,also severe darting pains through the lower ex- 
tremities. Has a peculiar feeling in the feet, as if walking on 
springy rubber, and he also complains of coldness in the lower 
extremities, and tires readily on walking. There is no evidence 
of atrophy. The shooting pains are not constant, and are worse 
at night. Ordinary sensation is lessened in both the feet and 
lower half of the legs, in front and behind. Muscular sense is 
good. Patient says he has to steady himself to prevent falling 
when washing his face. On standing with the feet together and 
the eyes closed, he sways very much from side to side, but does 
not fall. There is considerable inco-ordination of the lower ex- 
tremities in walking, the feet being thrown out and brought down 
with more force than normally. He has much difficulty in at- 
tempting to walk in a straight line 

The knee jerk is lost on both sides completely, even after rein- 
forcement. 

There is no tremor of the lips, facial muscles or hands, and no 
inco-ordination in the upper extremities, or evidence of other 
trouble.” 

The examination of the larynx showed the vocal cords lying al- 
most in apposition, or in what may be styled the position of phona- 
tion. In expiration, they appeared to be pushed apart, chiefly 
through a yielding of the right cord by the force of the breath, 
while in inspiration,they sagged somewhat,and came closer togeth- 
e1. There was no lesion of the larynx, and the color was normal, 
sensation being somewhat diminished. The voice was hoarse and 
coarse, speech being free so long as the air in the lungs held out, 
when the patient paused and made a forced inspiration accompa- 
nied by a marked elevation of the shoulders. 


This exertion was 
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painless, but fatiguing. The facial expression indicated considera- 
ble anxiety. 

Immediate operation was decided upon, and tracheotomy per- 
formed two days later, considerable difficulty being experienced 
with the anesthetic, owing to the inspiratory effort. The incision 
was made below the isthmus of the thyroid. A tube has been 
worn constantly ever since, (over four years), to the entire relief of 
the patient, who has had, however, several uncomfortable expe- 
riences owing to the tube having accidently slipped out, the. sinus 
showing at the same time a marked tendency to contract. 

Co-incident with the operation, the patient was put upon strych- 
nia and arsenic, and a mixture of iodide of potash and mercury. 
three weeks later the latter mixture was reduced, owing to symp- 
toms of salivation. The patient was kept in the hospital for over 
four months, during which time he gained considerably in weight 
and in appearance, but complained of an increasing sensation of 
loss of power in the lower jaw. When he was discharged from 
the hospital, he weighed 140 pounds. 

Examination made May 31st, 1902, by Prof. Anderson. 

“Sensation on the left side of the face is practically normal. The 
atrophy of the left temporal and masseter muscles is much less 
marked, and the patient can bite well with the left side of the jaw. 
The ocular movements are perfect ; no reduction of the visual field; 
left pupil is slightly larger than the right ; both pupils react to light 
and accommodation, but stil, sluggishly ; no nystagmus. 

Tongue is protruded straight, and there is no atrophy of its mus- 
cles. Shooting pains are much less marked in the lower extremi- 
ties. _ Numbness of feet continues, though inco-ordination of the 
lower extremities is much less marked. Patient still sways con- 
siderably on standing with the eyes closed; but less than when last 
examined ; knee jerks still completely absent ; no muscular atrophy. 

The incontinence of urine continues, though the patient says he 
can now feel the urine passing through the urethra. Bowels are 
normal. Weight 176 pounds.”, 

At the end of last week, I was fortunate enough to be able to 
make another examination of the larynx of my patient. Speech 
was as clear, if not clearer, than before, although he fancied that at 
times his voice was somewhat thicker, and enunciation not so clear. 
The vocal cords are not lying in apposition, but are separated about 
one-eighth of an inch throughout their entire length, coming to- 
gether in phonation. In inspiration there is‘a distinct sagging of 
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the cords toward each other, and no perceptible movement of ab- 
duction could be made out. The position of the cords is not 
cadaveric, but perhaps points to a weakening of the power of ad- 
duction. When the finger was placed over the mouth of the trach- 
eotomy tube, patient stated that he breathed with more ease than 
formerly. 

Diagnosis: Tabes dorsalis with bilateral involvement of the bul- 
bar neuclei of the spinal accessory and urilateral involvement of 
the facial, trigeminal, and slightly of the oculo-motor nerves. 

While some of the classical symptoms of locomotor ataxia, as 
the Argyl-Robertson pupil are absent, and while the improvement 
in the patient’s condition to so considerable an extent is unusual, 
still the absent knee jerks, Romberg’s sign, the lightening pains, the 
altered sensations in the feet, slight inco-ordination, and the bladder 
symptoms, occurring in a patient with a previous history of syphilis, 
are sufficient to justify this opinion. 

My second case presented itself two months ago in a male, aged 
60, supposedly suffering from aesophageal obstructive disease. The 
cords were in a similar condition to that described above. ‘The pa- 
tient disappeared without permitting further observation. 

In his last edition, McBride (2), after restating Semon’s well 
known law “that paresis confined to the abductors is commonly, if 
nat always due to organic changes in the pneumogastric or recur- 
rent trunk, or in the medulla,” goes on to say that having had ac- 
cess to the manuscript of a work now in preparation by this pains- 
taking investigator, he feels inclined to doubt whether any incon- 
testable evidence can be brought forward as to the existence of 
laryngeal paralysis due to organic changes affecting the nervous 
system, and confined to the abductors alone. I am not aware that 
the work above referred to has issued from the press, at any rate 
I have not had access to it, but I believe we are safe in assuming 
that the conclusions above quoted are correct and represent the 
sum of the opinions of the leading investigators of the day. While 
it is true that the statement of this law has met with great opposi- 
tion from such observers as Herr Grossman (3), the conclusions 
above referred to would seem to be still soundly enough established. 

It is not in my power to show anything in connection with my 
cases that will throw any light upon the rights of the spasm theory 
of Krause, or upon that of Semon as stated above. Perhaps, how- 
ever, if I can manage at some future date to obtain a post-mortem 
examination upon this case, and to observe its progress from time 
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to time, up to that date, something may be brought to light that 
will be of service. So far, as we have gone, however, we have cer- 
tainly here a primary purely abductor paralysis, which continued 
stationary (laryngeally speaking), for over three years, thus seem- 
ingly confirming the statement that any lesion which affects the 
motor fibres of the larynx tends to involve the abductor fibres first. 
On the other hand, the conjoined disorders of the other nerve cen- 
tres point strongly to a bulbar origin for this paralysis. 

The following opinions would tend to favor the view that the 
causal condition in this case is tabes ; McBride (2) after enumerating 
some twelve different conditions, in which double abductor paraly- 
sis may arise, goes on to say that when it is met with as a come 
paratively stationary condition, locomotor ataxia or the cerebro- 
spinal affections are the probable cause; Lennox Brown (4) con- 
siders that “it is essentially the product of tabes,” but when “it is 
due to disseminated sclerosis, or progressive atrophy, there is a 
tendency towards complete re-current paralysis.” The tendency 
here mentioned has not been present in my case so far,the cadaveric 
pesition not having been assumed by the cords. On the other 
hand, Bosworth (5) seems to consider that the blood poison in 
syphilis is productive of a local anchylosis of the crico-arytenoid 
joint with fixation of the cords in the midline. The history in 
this case points undoubtedly to syphilis, but I cannot look upon 
the crico-arytenoid joint as to blame for the position of the cords. 
Again, we are informed by Lennox Brown that where bilateral 
paralysis arises from a central, or peripheral cause the commoner 
condition is one of incomplete abduction of one cord, and of com- 
plete abduction of the other. Repeated observations have failed to 
bring this out in my own case, unless the more marked yielding of 
the right cord in expiration, referred to above, is evidence. 


In discussing the operative treatment of this case, in my opinion 
there is very little to be said in favor of either intubation or excis- 
ion of the vocal cords. The former can surely only be a temporal 
measure at best, used to avert the sudden death, which has occurred 
in some of these cases, and manifestly intubation in my first case 
would soon have required to be followed by tracheotomy. The 
operation of excision of the vocal cords, depriving the patient as 
it does of all power of speech, and condemning a man to eternal 
silence, is surely not to be wéighed in the balance with the trifling 
discomfort of the constant wearing of a tracheotomy tube. The 
external part of the tube can easily be concealed, especially if the 
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low operation is done, and the size of the tube selected should al- 
ways be small enough to allow of the free passage of air along its 
sides through the larynx itself. 

Resection of the recurrent nerves, as advised by Geronzi (6) may 
be justified if the causal disease is steadily progressive, as by this 
mieans the so-called cadaveric position of the cords will be attained 
and respiration made safe and easy, but the surgeon must neces- 
sarily hesitate to make use of this operation where there is any pros- 
pect at all of recovery. 

In this instance, the Semon’s (7) indication for early tracheotomy, 
namely, “when the objective widening of the glottis cannot be at- 
tained by treatment within a short time” was certainly present. 

With regard to the medication, as both iodide of potassium and 
arsenic were used, it is impossible to determine to which credit is 
due, but it is well to remember that Gower states emphatically that 
anti-syphilitic remedies are absolutely useless in the treatment of 
tabes. 

The Faradic current advised by Newton was not employed. 
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THE EFFECT OF CLIMATE ON LARYNGEAL TUBERCULOSIS 
WITH SPECIAL REFERENCE TO HIGH ALTITUDES. 


BY ROBERT LEVY, M.D., DENVER, COLO. 


Professor Laryngology, Rhinology and Otology Denver and Gross College of Medicine, 
Laryngologist to Arapahoe County, St. Anthony’s Hospitals, and National 
Jewish Hospital for Consumptives. 


The climatic treatment of tuberculosis always has been and still 
is, a subject of much interest as well as discussion. It must be 
admitted that no definite conclusions have as yet been arrived at, 
and that the advocates of the home treatment, the sanitorium 
treatment, the treatment by removal to high altitudes or to sea 
level, have presented many convincing arguments in favor of each. 

Comparatively few writers have devoted théir attention to the 
climatic treatment of laryngeal tuberculosis. The most notable 
articles are those of Solly,} Philip Schech,? Clinton Wagner® and 
Derscheid.4 In speaking of the treatment of this affection many 
men incidentally make short references to change of climate. 
Among these we may specially mention Ingals.5 Those who have 
considered the subject but scantily are almost unanimous in hastily 
condemning high altitudes, while those who have given the sub- 
ject more thought, corroborating their opinion by careful personal 
investigation, find high altitudes not deleterious to say the least, 
but even beneficial. Many good observers have been prejudiced 
by former writers, by superficial investigators, and have never 
allowed themselves to alter an impression based upon erroneous 
opinion, 

With a view of throwing some light upon this important subject 
I began a careful analysis of a series of 205 cases, full records of 
which have been carefully taken and preserved. My purpose was 
not to laud Colorado as a Mecca for laryngeal tuberculosis, nor did 
a preconceived optimism prejudice my conclusions. In fact, I did 
not know when beginning this paper where the analysis would 
land me. It is true the general impression which has prevailed in 
my mind as a result of observing and treating many cases, has 


*Read before the Eighth Annual Meeting of the American Laryngological, Rhinological 
and Otological Society, Washington, D. C., June 2nd to 4th, 1902. 
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been one less pessimistic than is usually expressed by those in other 
localities. 

After careful study of my records, I find so many questions 
requiring accurate decision, so many modifying conditions demand- 
ing recognition, that I am obliged in the present paper to con- 
fine myself to generalities rather than to details. This paper, there- 
fore, partakes largely of the nature of a preliminary note, for which 
I ask your indulgence. 

One naturally asks what peculiarities in climate are demanded 
for the treatment of tuberculosis of the upper air passages. It is a 
well recognized fact that altitude alone is comparatively of little 
importance. There are other climatic influences which need to be 
taken into account. Primarily among these are temperature, sun- 
shine, humidity, dryness, pure air, irritating air, dust-laden air, etc. 
All of these are important, but it seems to me that the one great 
desideratum here, as in the treatment of phthisis generally, is pure 
air. Weber says: “The most important point of all good climates 
for phthisis is purity of air. This is to be found, (1) in elevated 
regions, (2) in the desert, and (3) on the sea.” Unquestionably 
the other points must play a part in various forms of the disease 
and therefore, one cannot disregard the injurious effect of an ex- 
cessive local irritation upon highly inflamed mucous surfaces. But 
dry air is not necessarily dust-laden air, while, according to Solly, 
it improves relaxed catarrhal conditions. The general pathological 
picture of laryngeal tuberculosis is one of depressed vitality, relaxa- 
tion and anemia, not inflammatory in nature. This latter condi- 
tion may incidentally supervene and is especially seen in acute 
cases which assume the rapidly progressing miliary type. These 
with their high temperature and great activity, present all the con- 
ditions for which high altitudes, with their dry air, are contra- 
indicated. 

Classifying the 205 cases in a manner best suited for the pur- 
poses of this report, it is found that certain cases developed pulmon- 
ary and laryngeal lesions before coming to Colorado, in climates 
widely different, others developed lung and throat lesions in Colo- 
rado or similar regions, others developed throat lesions in Colorado 
or similar climates, while the pulmonary trouble began elsewhere. 
Again certain cases presented no determinerable lung affection 
whatever, being primary laryngeal cases and of these, very few in 
number, one originated in Colorado, the remainder having been 
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contracted elsewhere. The following is an accurate record of this 
classification : 

1. Cases having both lung and throat lesions. (a) Number 
originating in Colorado or allied climates, 11. (b) Number 
originating elsewhere, 152. (c) Number in which lung lesion 
originated elsewhere, throat lesion in Colorado, 37. 

2. Cases having only throat lesions. (a) Number originating 
in Colorado, 1. (b) Number originating elsewhere, 4. Total, 205. 

These statistics, however, give but an indefinite idea of the effect 
of climate upon the development of laryngeal phthisis. We know 
that fully 30 per cent of all cases of pulmonary tuberculosis sooner 
or later show signs of laryngeal involvement. I am not aware that 
anyone has ever attempted to determine when in the course of the 
disease this occurs, nor what may be the effect of climate upon its 
development. It is safe to say, as is generally conceded, that laryn- 
geal manifestations may show themselves early or late, more often, 
however, late, of course, always having in mind the occasional 
though undoubted cases of primary laryngeal tuberculosis. 

If it can be shown that throat lesions develop more rapidly in 
high altitudes than elsewhere, the opinion of some that these local- 
ities are injurious would be borne out. Let us see what my records 
prove. Average duration of lung lesions: 

(a) Of cases developing lung and throat lesions in Colorado. 

134.8 weéks. 

(b) Of cases developing lung and throat lesions elsewhere, 

110.8 weeks. 
(c) Of cases developing lung lesion elsewhere, throat lesions, 
Colorado, 118.8 weeks. 
Average duration of throat lesion: 
(a) Of cases developing lung and throat lesions in Colorado, 
51.4 weeks. 
(b) Of cases developing lung and throat lesions elsewhere, 
75.4 weeks. 
(c) Of cases developing lung lesion elsewhere, throat lesion in 


Colorado, : 21.1 weeks. 
Average length of residence in Colorado: 
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These figures may be compared by placing them in a table as 

















follows : 
; Average differ- 
Angtage Duration of ence in time be- | Average length 
Class tween develop- of residence in 
| ment of lungand Colorado, 
Lung Lesion. | Throat lesion. throat lesion. 
(a) 134 8 weeks | 51.4 weeks | 83.4 weeks 252 5 weeks 
(b) 108 “ (ied ps * S8 “ 
(c) | 1188 “ Vs ig i erikeyed ” # 82.0 “« 





This table shows: 

1. That in cases developing both lung and throat lesions in 
Colorado the throat lesion manifests itself 48 weeks later than 
in those originating elsewhere. 

2. That in cases developing lung lesions elsewhere and throat 
lesions in Colorado, the throat lesion manifests itself 62.3 weeks 
later than in those originating elsewhere. 

It would, therefore, seem that so far as the development of laryn- 
geal tuberculosis is concerned, the effect of high altitudes is to 
retard it by more than one year, notwithstanding the natural 
tendency for the occurrence of this very common complication of 
pulmonary tuberculosis. So far as the direct therapeutic influence 
of high altitudes is concerned, the results indicated in a previous 
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SOCIETY PROCEEDINGS. 


AMERICAN LARYNGOLOGICAL, RHINOLOGICAL AND OTO- 
LOGICAL SOCIETY—EIGHTH ANNUAL MEETING. 


(Proceedings continued from page 698.) 
THIRD DAY—WEDNESDAY, JUNE 4. 
Drawings of the Venous System of the Neck, 


Dr. Edward B. Dench, of New York, exhibited two drawings, 
showing the anatomical relations in a subject recently dissected, of 
the right and left internal jugular veins. Upon the right side the 
internal jugular was of small size and gave off but one branch, the 
common lingual and facial trunk throughout its entire extent. Al- 
most the entire return circulation from the head and face was car- 
ried on through the left side. The external jugular and anterior 
jugular were very large, as were also the lingual and facial veins. 
The thyroid and laryngeal branches were in like manner exceed- 
ingly well developed. Almost all of the return current from the 
head and face passed through the superficial and deep vessels of the 
left side. The drawings were of interest from the fact that the 
otologist is frequently called upon to excise the internal jugular vein 
for thrombosis of the lateral sinus. With a distribution of the ves- 
sels such as was shown in the plates exhibited, ligation upon the 
left side would have been attended with considerable difficulty, and 
would have only been efficacious had all of the collateral branches 
of the vein been secured. The plate was presented in order to 
bring to the attention of the society the very marked anomalies 
which might exist in the venous circulation in this region. 


Specimen of Tubercular Larynx. 


Dr. Thomas H. Farrell, of: Utica, presented a tubercular larynx 
obtained post-mortem from a case that he had observed at inter- 
vals for five years. The ulceration was found to encircle the larynx 
with the exception of a small strip on the anterior surface of the 
body of the cricoid. The specimen was interesting because in 
spite of the long period of infection the posterior commissure was 
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not involved, and the appearance bore considerable resemblance to 
syphilis. 


Outfit for Mastoid Cases. 


Dr. Wendell C. Phillips, of New York, said that about two months 
ago, at the suggestion of Dr. J. F. McKernon of New York, an out- 
fit had been prepared by Van Horn & Co., of New York, for use in 
mastoid cases. This as modified by him, was exhibited to the 
society. One complete outfit was kept in stock, and could be pro- 
cured on telephone order or on prescription. The outfit consisted 
of all necessary appliances, dressings and medicines necessary for 
any mastoid operation, 


Pus Examination in Middle Ear Suppuration. 


Dr. W. C. Phillips presented this paper. He said that modern 
practice favored the routine bacteriological examination of all cases 
of suppuration of the middle ear, this examination to be made im- 
mediately after paracentesis, so as to eliminate organisms subse- 
quently introduced from without. The micro-organisms found their 
way into the middle ear through the inflamed Eustachian tube. 
Some of the most virulent of these organisms were found in the 
Eustachian tube, and even as far as the antrum without any attend- 
ant morbid process. It had been demonstrated that they might 
even be found in the circulation without giving rise to pyaemia or 
septicaemia. From these facts it was evident that other factors, 
such as alterations in the resisting power of the patient and in the 
nature of the pabulum on which they live must be necessary to ex- 
cite a morbid process. Several varieties were apt to be found in 
the same specimen, and hence it was the rule for the bacteriologist 
to state which organism predominated. Some of the organisms 
found in the pus from middle ear disease are: The micrococcus 
lanceolatus, the pneumo-bacillus of Friedlander, the streptococcus 
pyogenes, the staphylococcus pyogenes aureus, albus and citreus, 
the Klebs-Loeffler bacillus, the tubercle bacillus, the gonococcus, 
the bacillus of influenza and the diplococcus intracellularis menin- 
gitis. In the examinations he had made he had _ been sur- 
prised at the frequency with which the last named bacillus had been 
present. In one of his cases the smegma bacillus had been mis- 
taken by the first examiner for the tubercle bacillus. | Many clini- 
cians had reported that in the cases in which the pneumococcus was 
present complications were very apt to arise, and while this was 
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true, his experience indicated that the staphylococcus, either alone 
or in combination, was the most virulent. 

Dr. W. H. Haskin, of New York, said that in a case which he 
had had under observance, he had found time and again the smeg- 
ma bacillus, and had been impressed with its close resemblance to 
the bacillus of tuberculosis. However, it was rarely if ever found 
singly, the tubercle bacillus was very rarely found in middle ear dis- 
ease, and he believed in many of the reported cases this error had 
been made of confounding the smegma bacillus and the bacillus of 
tuberculosis. 

Dr. E. B. Dench said that an early bacteriological examination in 
an acute case proved very helpful in making a prognosis, particular- 
ly as regards mastoid complications and infection of the lateral 
sinus. They had found at the New York Eye and Ear Infirmary that 
in cases of streptococcus infection there was very apt to be mastoid 
involvement. In these cases it was now their practice to make no 
effort to abort the mastoid inflammation except by incision of the 
drum. Ifthe case did not promptly show signs of improvement the 
mastoid was at once opened. 

Mention was made of a case in which the symptoms had devel- 
oped within a few hours, and the examination showed a streptococ- 
cus inflammation. Only one ear was affected at first, and the oth- 
er drum membrane appeared perfectly normal, yet within two hours 
the membrane of the second ear became inflamed, and streptococci 
were found on this side also. 

Dr. M. D. Lederman, of New York, said that he had had exami- 
nations made in several cases of chronic suppuration, and the bacil- 
lus of meningitis had been found. The pathologist did not attach 
any special significance. Where there were symptoms pointing to 
inflammation of the bony structure in these cases it was well to 
operate early. , 

Dr. John M. Ingersoll asked what was the effect of the colon 
bacillus in these cases. 

Dr. C. R. Holmes of Cincinnati, said that the importance of such 
examinations could not be denied, yet unless such examinations 
were made by experts the results would be misleading. They 
should be made a matter of routine. 

Dr. Phillips, in closing the discussion, said that if doubtful about 
the advisability of doing a mastoid operation, the finding of numer- 
ous streptococci should decide in favor of immediate operation. He 
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had almost no personal experience with colon bacillus infection in 
these cases. 


Case Showing Deformity after Double Mastoid Operation. 


Dr. C. R. Holmes, of Cincinnati, presented a lady to show the 
deformity left after a very extensive double mastoid operation done 
five years ago. 


Two Cases of Mastoiditis, One Resulting in Thrombosis of the 
Cavernous Sinus, the Other Complicated with Tumor of the 
Cerebellum Simulating Abscess. 


Dr. Ewing W. Day, of Pittsburg, read this paper. The first case 
was that of a child of eleven years,admitted to the hospital on Jan- 
uary 12, 1901, in septic condition. It was at once operated up- 
on, but by the following day the temperature had risen to 104 de- 
grees Fahrenheit. A pocket of pus was found and evacuated. On 
the morning of the twelfth day the right eyelid was swollen and dis- 
colored, but the opthalmoscopic examination was negative. A 
diagnosis of infective thrombosis of the cavernous sinus was made. 
An exploratory incision into the orbital cavity failed to evacuate 
any pus. On the twenty-second day ulceration and sloughing of 
the cornea began as a result of pressure, and the temperature va- 
ried from 100 to 103 degrees and the pulse was rapid and weak. 
On the twenty-fifth day the lids of the other eye became similarly 
affected. One eyeball collapsed as a result of the sloughing, but 
in the other eye this was prevented. The patient slowly recovered. 
It was evident that the thrombus could not have been an infected 
one. The child had passed through measles and typhoid fever 
within a few months of the onset of the mastoiditis. The second 
case was that of a child of seven years, admitted to hospital in 
April, 1901. It had suffered from a chronic otorrhea, and more 
or less headache. There was no swelling over the mastoid, but 
tenderness on deep pressure. There was convergent strabismus 
and optic neuritis in the right eye, and the gait was slightly stag- 
gering. The mastoid was opened and found normal, and the skull 
was then opened over the left cerrebellar lobe, expecting to find an 
abscess, but none was found. The patient did well, but soon be- 
came stupid and a hernia of the cerebellum occurred. The post- 
mortem showed softening of the frontal lobes and a tumor, the size 
of a hen’s egg in the right lateral lobe of the cerrebellum. The low- 
er lobe was softened. . The aqueduct of Sylvius and the ventricles 
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were greatly dilated. The microscopical examination had not 
been completed. 


Report of an Exploratory Operation for the Relief of a Possible 
Cerebellar Tumor or Abscess. Recovery from Operation. 
Death Three Months Later. Autopsy. 


Dr. T. Passmore Berens, of New York, read a paper with this 
title: The patient was a child of fourteen, who responded slowly 
though correctly to questions. Paralysis of sixth, seventh and 
eighth nerves, vertigo, vomiting, progressive paresis of extremities. 
Operation gave temporary relief, and death occurred eventually 
from hemorrhage into the brain. The autopsy showed a large 
mass involving the pons and upper half of the medulla, which was 
found to be a glioma. 

Dr. W. C. Phillips said that he had followed the case reported bv 
Dr. Berens, and remembered that at the time of the operation not 
one of the otological staff of the hospital was convinced that it 
was an operative case ‘The operation was done at the request of 
the neurologists, and in the manner indicated by them. 

Dr. Berens said that the subsequent history showed the operation 
to have been justifiable because the boy was entirely relieved of his 
pain and greatly relieved of vomiting, probably by the drainage of 
the cerebrospinal fluid, and his life was prolonged, probably at least 
two months, by the operation. 


The Pathology and Diagnosis of Otitis Media Insidiosa (i. e. 
Sclerosis). 


Dr. Henry J. Hartz of Detroit, presented this paper: He said 
that the hyperplasia began within the bone, and involved especially 
the articulation of the stapes and the oval window. This process 
constitutes not only a hyperplasia, but also a hyperostoses and 
metaphasia, and might localize itself in any of the structures of 
the labyrinth and in the chain of ossicles. When confined to the 
labyrinth the integrity of the acoustic nerve might be affected in a 
purely mechanical way and induce Menieres complex of symptoms. 
In this sclerotic process the cartilage disappeared, becoming con- 
verted into osseous tissue, and when the tip of the cochlea was in- 
volved the patency of the Eustachian tube was threatened. In 
most cases the membrane of the middle ear had been found thickened 
as a result of hyperemia, but there were few signs that the disease 
was the result of middle ear suppuration. Rheumatism, gout, 
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syphilis and scrofula and diseases of the nasopharynx, such as ade- 
noids and enlarged turbinates, were looked upon as predisposing 
causes. The duration of the process had been known to vary from 
three to thirty years. The diagnosis was made by the exclusion 
of all other forms of progressive deafness and by the functional tests, 
Statistics showed that about ten per cent of all middle ear diseases 
were examples of true sclerosis or the result of spongiose forma- 
tions. There was usually a high degree of deafness in both ears, 
and the process began usually between the age of twenty and thirty 
years. Women were more often affected, and seventeen per cent 
arose during the puerperium. The deafness of old age must be 
excluded. Most important of all was the exclusion of catarrhal 
and suppurative diseases of the middle ear and tube. By the de- 
termination of the lower tone limit one could say whether the scero- 
sis was in the sound-conducting apparatus. Dr. Hartz exhibited 
Prof. Bezold’s continuous series of tuning forks, and demonstrated 
the mode of using them, microscopical sections of the labyrinth 
and middle ear showing spongiose formation in the cochlea and os- 
sicles. Some of the specimens were made by Liebemann and 
Katz and Bezold. 

Dr. William L. Ballenger, of Chicago, said that this paper was the 
clearest exposition of the subject that he had heard. The cases 
had been divided into two broad classes, one involving the oval 
window, and the other in which the disease was chiefly confined to 
the labyrinth. To this might be added a third class, made up of a 
mixture of these two. A positive diagnosis was usually made only 
by microscopical and post-mortem study. The disease was not 
always slowly progressive, but sometimes proceeded by leaps and 
bounds. This was probably to be explained by the involvement of 
the region of the greatest functional activity, i. e., the region of the 
oval window. If the more remote parts of the bone were involved, 
then the deafness would be more insidious. He believed with Dr. 
Hartz that the functional tests of the ear were as important to the 
otologist as the opthalmoscope to the opthalmologist, and he was, 
therefore, pleased that this set of instruments had been exhibited. 

Dr. C. R. Holmes said that the subject was comparatively new, 
and not very easy to master, although certainly a very important 
one as stated by the last speaker. The tests were time-consuming, 
but it would well repay the patient to liberally remunerate the spec- 
ialist who would carefully make the differential diagnosis, and so 
save months of inappropriate and ineffective treatment. : 
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Prognosis in Chronic Catarrh of the Throat and Ear. Some 
Remarks by a Would-not-be Pessimist. 


Dr. Thomas J. Harris, of New York, read a paper on this subject 
with the object of eliciting discussion. He said that most cases of 
catarrh were dependent upon an underlying cause, e. g., the lym- 
phatic diathesis, a chronic derangement of the gastrointestinal canal, 
the uric‘acid diathesis, etc. The common error was to look too 
intently at the local picture. He believed our progress in the treat- 
ment of chronic catarrh of the ear had been very slight as com- 
pared with advances in diagnosis. Tubal therapeutics and pneumo- 
massage were at best too often of temporary benefit, and sometimes 
of decided harm. A promise to check the deafness was often all 
that could be given with safety. Prophylactic measures were of 
the greatest value, especially the early removal of the ever-present 
adenoids. 

Dr. Wendell C. Phillips said that he believed the author of this 
paper had made these pessimistic statements only to arouse opposi- 
tion and excite discussion. We were all conscious of failure in 
certain cases. He did not think it was possible, for example, to 
convince any member of this society that it is desirable to abandon 
the use of the Eustachian catheter, even though aurists of high rep- 
utation, having lost interest in their work, had stated their belief 
that this instrument was almost useless. He was very glad to have 
the opportunity to champion the use of the catheter when intelli- 
gently applied. 

Dr. C. R. Holmes said he believed in the use of the aural cathe- 
ter. It was well not to promise too much in these cases. All that 
he would say to his patients was that he hoped to be able to secure 
to them as good hearing as they possessed when in their best physi- 
cal condition. He was decidedly opposed to the removal of nasal 
spurs unless they were distinctly responsible for some pathological 
condition. In some cases a Turbinectomy would make the. subse- 
quent use of the aural catheter unnecessary. Much depended upon 
habits of life. 

Dr. T. Passmore Berens said that the practice of removing tur- 
binates wholesale was no longer popular, and more dependence was 
placed upon hygienic treatment. 

Dr. J. A. Stucky said that at the present time he used the catheter 
once when formerly he used it perhaps fifty times, and he did not 
interfere with spurs unless they were actually doing harm. He did, 
however, remove pathological conditions of -the turbinate. 
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Dr. Max Goldstein said that if the author of the paper had con- 
fined his criticisms to the sclerotic form most of those present would 
probably agree with him. One should sharply distinguish between 
the sclerotic and the hypertrophic form. 

Dr. W. L. Ballenger said that he understood that all the author 
of the paper desired was that each case should be thoroughly studied 
and “fashions” in treatment avoided. We should not set our faces 
against the removal of nasal spurs because at times these opera- 
tions do much good. 

Dr. G. L. Richards mentioned a case in which after the removal 
of an obstructing nasal spur the hearing improved very much with- 
out direct treatment of the ears. 


Case of Thyroid Gland Tumor in the Larynx. 


Dr. Walter A. Wells, of Washington, D. C., reported this case. 
He said that this condition was very seldom met with, there having 
been only nine or ten cases recorded in which normal thyroid. gland 
tissue had been found in the larynx. His own case was peculiar in 
that the main thyroid showed microscopically only colloid degenera- - 
tion, whereas the intralaryngeal tumor had the microscopical char- 
acteristics of an adenocarcinoma. In this case he had made use 
of the styptic action of gelatin with good result. The patient was 
a woman of fifty who had had a goitre for many years before com- 
ing under observation. She sought relief because of 4 sensation 
of choking and paroxysms of dyspnoea. Although the history in- 
dicated a strong hemorrhagic tendency after operative interference, 
the tumor was removed at several sittings, gelatin being freely used 
locally and successfully to control the hemorrhage. Out of nine 
reported cases of thyroid in the larynx, six occurred in women and 
four had been reported from one clinic, making it probable that 
this condition was not so rare as the statistics seemed to indicate. 

Dr. M. A. Goldstein asked how the gelatin had been used in this 
case. 

Dr. Wells replied that a ten per cent sterilized solution of gelatin 
to which had been added one per cent of calcium chloride and half 
of one per cent of sodium chloride, was employed. It was applied 
on a cotton swab before and throughout the operation. 

Foreign Bodies in the Larynx and Lower Respiratory Tract in 
Children, with Report of Six Cases. 


Dr. Thomas H. Halsted, of Syracuse, read this paper reporting six 
tracheotomies in children under two years and a half old for the 














SOCIETY PROCEEDINGS 775 


removal of foreign bodies lodged in the larynx and bronchus. Of 
the six cases five recovered and one died. At the time of operation, 
dyspnoea recurred after a short interval, and became constant with 
at times exacerbations. Clyanosis, epigastric recession were pres- 
ent in all cases, and because of the nature of the foreign bodies in 
his cases in only one would the x-ray have been of service. In. his 
first case, a piece of a shell of a peanut was firmly lodged in the 
ventricle of the larynx. In the second case it was a coffee bean 
which remained in the right bronchus for one week. In the third 
case a peanut was extracted with much difficulty from the right 
bronchus, where it was wedged at a distance of four inches from 
the tracheal opening. The fourth case was somewhat similar to 
the third one, excepting that it was coughed up to the tracheal open- 
ing after the trachea had been opened and the trachea tickled with 
a cotton covered probe to excite cough. The fifth case terminated 
fatally, death due to pneumonia and the foreign body not found or 
removed, and although no autopsy could be obtained, there was 
every reason to believe that the case was one in which a gold ring 
had lodged in the bronchus. No x-ray apparatus was at hand at 
the time. The last case reported was that of a twelve-months old 
baby, in whom three fragments of egg shell had lodged in the 
larynx, remaining there for two weeks, causing great dyspnoea. 
The consent to perform tracheotomy could not be obtained for two 
or three days after the diagnosis was made, and then the child was 
in bad condition, but, neveretheless the operation was successful 
and the child recovered. The unreliability of statistics regarding 
operative and let-alone treatment was well shown by the fact that 
the author knew of a case in which a child died of pneumonia, and 
the discovery of a shoe button in one of the bronchi was the first 
knowledge that the parents or physician had that a foreign body had 
passed into the air passages. It was unsafe, the author thought, 
to postpone opening the trachea, particularly in children, after the 
urdinary methods failed to remove the foreign body. 

Dr. G. Hudson Makuen said that Dr. J. A. Killien had reported 
the removal of a fish bone 22 mm. long from. the left bronchus of a 
chi'd three and a half years old, under control of the eye by means ot 
bronchoscopy without injury to the tissues, and that Dr. A. Coo- 
lidge, Jr.,of Boston, had spoken of the case with which foreign bod- 
ies may be removed from the trachea and bronchi through a straight 
tube placed in a previously made tracheal opening, artificial light 
being reflected into the tube from a head mirror, and had reported 
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three cases in which he had employed this method with entire syc- 
cess. 


A Simple Method of Correcting Deflections of the Nasal Septum, 
Dr. George Fetterolf, of Philadelphia, read this paper. 


This paper appeared in full in the August, 1902, issue of The 
Laryngoscope, p. 584. 

Dr. J. A. Stucky, said that he had been deeply interested in this 
paper, because at the meeting of the Southern section considerable 
criticism had been directed against the working qualities of Dr. 
Kyle’s saw. 

Dr. William R. Lincoln, of Cleveland, said that he understood 
this new instrument had been devised to perfect the technique of 
Dr. Kyle’s operation. The instruments of Asch and others, were 
generally thought to be excellent for cases not urgently requiring 
operation. 

Dr. M. A. Goldstein said that the mechanical features of this in- 
strument seemed to him to constitute a distinct advance on former 
saws. The instrument takes up very little room in the nasal cavity, 
and its cutting edges operate on both the in and out strokes of the 
saw. He thought that with this instrument the operation could 
be made submucous more easily than with any other instrument. 

Dr. D. Braden Kyle said that he had employed this V-shaped op- 
eration for the correction of deformities of the nasal septum for 
six years. When describing this operation about three years ago 
he had only made a limited use of it; but in the last three years 
this had been the only operation that he had done. At that time 
he made use of a saw which, if properly made, worked satisfactorily. 
In cutting out the V-shaped piece two things were accomplished, 
viz.: (1) the cutting reduced the redundant tissue, and (2) the sep- 
tum was broken up. The V-shaped file does away with one instru- 
ment and shortens the operation materially. There was no bulging 
of the septum after the operation, and no redundant tissue if a suf- 
ficiently large V-shaped cut were made. With the V-shaped opera- 
tion, and particularly with the saw file, perforation of the septum 
was practically wholly guarded against. The septum must be 
made to swing freely from the top. Before taking out a number of 
V-shaped pieces it was well to dissect up a flap of mucous mem- 
brane, which is afterwards allowed to fall back again. He had 
never seen any bad effect from even the prolonged use of his metal 
tube-splint. The tube should be flattened next to the septum. 
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Dr. Fetterolf, in answer to a question from Dr. . H. Farrell as to 
why general anesthesia was employed in this operation,said that the 
cbject was to secure complete relaxation of the patient and avoid 
possible fainting during the operation. 


Paraffin Injections. 


Dr. Harmon Smith, of New York, by special invitation, demon- 
strated his method of making paraffin injections for the correction 
of nasal deformities. 

Dr. C. E. Munger, of Waterbury, Conn., said that he had seen 
some of these cases, and he thought the best result was one in 
which there had been both a lateral and an antero-posterior de- 
formity. He had had only one case, and in that one twenty-five 
minims of the paraffin had been injected, and apparently with good 
result. 





INTERNATIONAL OTOLOGICAL CONGRESS. 


The date of the International Otological Congress to be held in 
Bordeaux, has been postponed until 1904 in order not to conflict 
with the International Medical Congress, which takes place in 
Madrid next year. 











WESTERN OPHTHALMOLOGIC AND OTO-LARYNGOLOGIC 
ASSOCIATION—SEVENTH ANNUAL MEETING. 


CHICAGO, APRIL I0, II AND 12, 1902. 


(Continued from page 712.) 


Thiosinamine In Ear Diseases. Dr. Jos. Beck, Chicago. 
Published in full in The Laryngoscope, June, 1902, p. 435. 
The Use of Electrolysis in the Eustachian Tube. Dr, Pierce, 
Chicago. 
(This paper will be published in extenso in a subsequent issue of 
THE LARYNGOSCOPE.) 


DISCUSSION. 


Dr. Pierce (remarks after reading paper):—I have had cases 
where I would fail to pass the ordinary celluloid bougie. Then | 
would say, “Tomorrow I shall try electrolysis.” Before doing so, 
however, I would insert the same bougie I failed with previously, 
and it would slip through without any trouble. If I had used elec- 
trolysis I would have thought that did it. 

It has been said that electrolysis is less painful than the ordinary 
bougie. It is more painful. It is as painful as the ordinary bougie 
plus the excitation caused by the electricity. It is a dangerous 
thing. I. have known of two instances where the gold bougie 
had broken off in the Eustachian tube. Its proximity to the caro- 
tid artery renders the danger from hemorrhage great in every 
case where the metal bougie is carried into the Eustachian tube. 

Dr. Suker, Chicago :—I have been experimenting with Thiosina- 
mine for about four years. These experiments having been con- 
fined particularly to lesions of the ear drum and middle ear. The 
greatest good that can be obtained from thiosinamine in any ear 
lesion is when this lesion is due to an infiltration of an exudation 
which has remained unabsorbed. Again, when the drum mem- 
brane has been ruptured and a complete restoration has taken 
place by cicatricial tissue, thus interfering with the minute vibra- 
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tions of the drum, this cicatrix can be materially thinned out by 
the administration of thiosinamine. Furthermore, when the drum 
membrane has been thickened from any cause whatsoever, par- 
ticularly by infiltrate, it will be thinned out and thus restored to 
its normal thickness by the prolonged use of thiosinamine. Thio- 
sinamine is a powerful glandular stimulant. At the same time it 
produces a marked increase in white blood corpuscles. The in- 
crease in the white blood corpuscle obtains first after there is an 
apparent decrease which lasts for several hours. This increase 
in the white blood corpuscles lasts throughout the entire course of 
the administration of thiosinamine. Upon these two points does 
the physiological action of thiosinamine depend. We get just as 
good effects and just as rapidly by giving it per mouth as by 
hypodermic injection. By giving it as suggested you avoid the 
usual complications incident of hypodermic medication, especially 
when the solution is alcoholic and glycerine, as it must be when 
thiosinamine is given in this way. The object is to get the patient 
as rapidly under the systemic effect as is possible. This you can- 
not obtain by hypodermic medication, for the reason just stated. 
Thiosinamine is absolutely harmless and can be given almost in 
any dose at any age, either young or old; provided, however, that 
in the individual there is no latent focus of inflammatory reaction. 
Should there be any such focus it is very liable to be fanned into 
activity by the thiosinamine. This practically is the only contra- 
indication for the drug. Should there be a latent tuberculosis, 
either in the lungs or in the knee joint, or should there be any 
low grade of chronic:inflammatory reaction present, by giving the 
large dose at the outstart we may create serious trouble. There- 
fore, in suspecting these conditions and it is advisable to use thios- 
inamine for any thickening of the drum head due to any of the 
causes above mentioned or those suggested by Dr. Beck, begin 
the administration with very small doses, say %4 grain, and grad- 
ually increase the dose. The way that I give it now-a-days is in 
capsule form of 3 grains each, three per day, and occasionally 
four, depending upon the rapidity with which I wish to get the 
patient under the full influence of its action. 

No doubt Dr. Beck might have had better results in his cases 
of tubal obstruction which were dué to an infiltration or chronic 
thickening of the tubal membrane, if he had given larger doses in 
connection with his electrolysis. No doubt the additional good 
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‘derived by the use of electrolysis in the administration of thiosina- 
mine in tubal obstructions is a point well taken by Dr. Beck. 
This point certainly deserves further investigation. As before 
said, my experiments have all been limited to cases in which re- 
duced hearing was caused by drum thickening or middle ear 
troubles due to inflammatory reaction. 

Dr. Chas. N. Robertson, Chicago :—If you examine the Eustach- 
ian tube with a bougie the great preponderance of the strictures 
will be found in the pharyngeal two-thirds, and a great many 
of these will be found in the outer half of the two-thirds. I 
have only found two cases that I have been unable to pass the 
Eustachian bougie and the point Dr. Pierce makes in the sub- 
sequent attempts to pass the tube is one that should carry weight. 
I have had the same experience in being unable to pass the bougie 
for several days, and finally it would pass very easily, and not 
only a small one, but a larger size. It was the practice in the 
Urbantschitsch clinic in 1890 to use the Eustachian bougie as a 
diagnostic practice. Four or five years ago I reported in a paper 
on the “Treatment of Non-Suppurative Diseases of the Middle 
Ear,” that anybody who did not do this was negligent of his duty, 
but that never received any comment at all, as I expected it would. 
I do not believe that electricity has any influence on inflammatory 
conditions unless it be those with a soft exudate. Perhaps then 
the pressure or reflex irritation would account for it. As regards 
the introduction in the Eustachian tube of a metallic bougie and 
having it broken and a piece left in the tube, I should not think 
that would be a serious difficulty. It seems to. me that the bougie 
could be pushed through. It is not very hard to push it through 
the tube and as it emerges through the middle ear it can be seen 
through the drum. Of course you might have to cut the mem- 
brana tympani, but it is better to do that than to leave the Eus- 
tachian tube filled. 

Dr. Goldstein, St. Louis :—I would like to call attention to the 
galvanic current in the use of the electric bougie. As the elec- 
trode comes in contact only with the surface of the mucosa and 
does not penetrate the tissues, the use of the electric bougie should 
be regarded as an application of pure galvanic stimulation and 
not as electrolysis. I doubt that the application of the gold-tipped 
bougie acting on the surface of the mucous membrane is to be 
considered electrolytic, and I have used this for two years past, 
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and I must say I have found no results accomplished by the elec- 
tric bougie that cannot be obtained by the celluloid or whalebone 
bougie. 

Dr. Beck, closing :—I use the dose smaller, but increased to as 
large a one as Dr. Stiker used finally. So that the same dose, 3 
grains three times a day or oftener, is also given, as stated in my 
paper. 

I have used electrolysis in connection with the thiosinamine 
cases, using the gold bougie, and I found that the gold bougie was 
too stiff and very hard to pass into the Eustachian tube and so I 
had one constructed softer and I was able to pass that more easily. 
Patients complained considerably from the pain of passing the 
gold bougie. I believe quite a few times there was an injury to 
the mucous membrane, and a novice in doing this would certainly 
have trouble. The treatment then was with the simple celluloid 
bougie, and the ability’to pass it easily later on was due to the use 
of the thiosinamine. 

Dr. Pierce, closing discussion:—Dr. Robertson thinks that the 
breaking of a gold bougie in the Eustachian tube is of little mo- 
ment—a matter of no consequence. 





Of course the entire electrical current does not take place at the 
end of the gold bougie, but along its entire length, however far it 
may be. 

I tried to bring out the fact that in all probability the bougie is 
stopped by those little pockets in the mucous membrane or by an 
obtuse or acute angle in the tube. 


Otology. Lecture by Dr. B. Alexander Randall, of Philadelphia. 


A vote of thanks to Dr. Randall for giving this splendid demon- 
stration was passed. 


Symposium: Otorrhoea. Otto J. Stein, Chicago; W. L. Ballen- 
ger, Chicago. 
(This paper will appear in a later issue of THe LARYNGOSCOPE.) 
DISCUSSION. 


Dr. Pierce, Chicago :—It is difficult to state the surest way of 
treating the suppurative middle ear when it first presents itself. 
I know the indications as regards the situation of the perforation 
of the tympanic membrane for operation; likewise Schwartze. 
These views came to my notice ten years ago, and I have since 
been endeavoring to substantiate the results of observations that 
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these men made, and I must say that I believe to-day the situation 
of the perforation of the tympanic membrane is of very little value 
in guiding us to the proper mode of treatment of chronic sup- 
purative inflammation of the middle ear. I have seen cases where 
this perforation was a little above the short process of the maleus 
where the history was that of a case lasting years, get well under 
the simplest treatment in a very short time. I have likewise seen 
cases where the perforation was in the inferior-posterior quad- 
ranis that refused to get well under every mode of treatment that 
we might choose to institute, and after the case came to opera- 
tion extensive involvement of the mastoid process and cells was 
found. I believe, broadly speaking, that a perforation above a 
line drawn horizontally, with the short process of the maleus indi- 
cates an involvement of the bones of the ossiculae and the involv- 
ment of the walls of the tympanic cavity. But only broadly speak- 
ing, because all these pathological conditions can be found in 
cases where the perforation lies below the short process of the 
maleus. I think we are splitting hairs as practical aural surgeons 
when we map out such a thing as that to guide us in our treat- 
ment. A patient goes about with inflammation of the middle ear 
that has existed for years and you find the discharge is purulent— 
not muco-purulent, but purulent, and the perforation is anywhere 
you like and the probabilities are that you will have to do a radi- 
cal operation. My plan is to take every case as mild and go 
threugh the usual treatment of the Eustachian tube, cleansing 
the ear as thoroughly as possible, packing with the gauze drain 
if necessary twice a day, giving the patient this chance 
for a month. If at the end of the month there is no thorough 
change in the symptoms then I resort to the ossiculectomy. I 
tell the patient it is best to have this because it is less dangerous 
than the radical operation. If after a few months a discharge 
still continues, then proceed with the radical operation. 

Chronic suppuration of the middle ear seems to depend very 
much on some of the points that I was laying down in relation to 
its anatomy, and I cordially agree with what has been said to you. 
The middle ear is that portion of the auricular curvatures of which 
the tympanic cavity is only the more central part and you must 
bear that in mind in order to deal with these cases. As to the 
chronic inflammation, it is a faulty process of nature by which 
through an opening in the drum head externally cholesterin has 
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been engrafted upon the mucous lining of the cavity which is in- 
capable of normal cleansing of the desquamating process which 
goes on there. Cholesteatoma may be occasionally a primary pro- 
cess, but it is generally secondary. Therefore when we are deal- 
ing with a chronic suppuration, I use, and tell my students to use 
a curette. The operation must be done in a number of cases. I 
am very slow to operate. Caries is an accident in many of these 
cases. I do not amputate the ossicles because I have a spot of 
caries on the margin of the tympanic ring. A little curettment 
will do in a great many of these cases, and I have practically 
ceased to do any ossiculectomies. The other has favored me in 
every case. I am not willing to admit that it is because I am 
clumsy. I have done a great many of them but they have every 
one failed. Of the cases which have been put forward tor opera- 
tion, an estimate of 50 per cent of successes is the limit of the 
most of the operators. One or two men say it is good practice. 
Fifty per cent of my cases were recognized as caries of the ossicles, 
have yielded perfectly to treatment, and so far as I have fol- 
lowed them it is as good as or better than the cases put forward 
as cured by operation in the same proportion. And when I have 
done under protest the operation of ossiculectomy, not nearly all 
have yielded. 

Dr. Hollinger, Chicago :—Cholesteatoma is not an absolute in- 
dication for operation. Such a case is usually to be handled with 
conservative treatment. If we find the case after careful treat- 
ment with syringing and cleansing for four to six weeks has not 
yielded at all and does not show any influence on its behavior, 
then we are justified in advising an operation provided we have 
clearly shown the other does not work. The next point, as to 
the use of the Stacke-Schwartze. To put that clumsy instrument 
into, the middle ear you must use the greatest care. The removal 
of the middle ear is absolutely not indicated in every case of radical 
operation. In the last four years, in the interest of as good a func- 
tion as possible, I try to save the posterior part of the margin 
and cut into the antrum and open it to full view and try to cover 
it with epidermis. There is no danger then of injuring the facial 
nerve, because we see the whole field, and you have a full view 
of the middle ear and there is no place where necrosis can occur 
and you not see it. 

Dr. Todd, Minneapolis :—In curetting the middle ear granula- 
tions, it is possible for us to set up a septic thrombosis and that 
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it is not to be looked upon as a simple process, but a serious opera- 
tion. A young man consulted me about a month ago. He was 
a student with a strong physique and had not suffered from his 
suppuration excepting headaches. I found granular tissue all 
around the edges of the drum, the drum-head absent, and advised 
that he would need treatment, at least curetting of the granula- 
tions, and likely later the radical operation. He was desirous of 
going home, and I cocainized the middle ear and curetted the 
granulations. It was not my intention to remove the ossicles. 
I think it is a hospital operation. This was an excellent patient, 
however. I got rid of the granulations. Did not cauterize them. 
I also removed the incus. I then had the patient lie down for a 
time afterwards and then he went home feeling first rate. The 
first day he suffered from deafness. I do not think the removal 
of the ossicles had anything to do with the subsequent troubles, 
but the removal of the granulations was the cause of the subse- 
quent result. He was more or less exhausted; lost his appetite; 
some dizziness so he could not sit up for three or four days, then 
was able to get up. His temperature was in the neighborhood of 
100.° He then came to my office for two days, but I could see 
he was not as well as he appeared to be, and put him in the hos- 
pital. The temperature was then 102,° the highest it had been 
up to that time. He was there two days when they telephoned 
me he had a chill and temperature 104.4.° I then went into the 
mastoid, in spite of the fact there was no tenderness over the mas- 
toid. There was some tenderness in the neck over the jugular. 
He had one vomiting attack at that time. I should have gone into 
the lateral sinus at that time, but did not. Did a radical opera- 
tion. Found the cavity full of granular tissue and of course having 
pus, and removed that. Two days later I did what I should have 
done at that time, opened the lateral sinus, ligated the jugular and 
found the pus extending back from the sigmoid sinus. The pa- 


tient is doing nicely. Has had a few abscesses which were super- 
ficial. 


Dr. Prince, Springfield, Ill.:—I had an experience in the same 
direction as the last speaker. A child brought to me with polypus 
in the middle ear and I curetted the polypus and about two days 
after the child developed meningitis and a few days later he died. 
Also another case of similar character was seen, so that now J 
am always very shy of a polyp in the middle ear and believe we 
have patients where the polyp in the middle ear is an omen of 














SOCIETY PROCEEDINGS. 785 


great significance and too often indicates that it is a‘ symptom of 
perforation into the cranial cavity. I have a patient under obser- 
vation. He is an old gentleman in the soldiers’ home at Quincy, 
and he has a polypus in the middle ear. That polypus on three 
occasions had grown to such an extent that it was an obstruction, 
and he had gone into a comotose state. Then the polypus was 
removed, after which he got up and remained free from 
trouble excepting a little suppuration from the ear until the 
polypus developed again a year later, maybe. I never use any- 
thing but alcohol in the treatment of granulations in the middle 
ear. 


Dr. Holmes, Cincinnati:—Curettement in my hands never gained 
favor ‘until the last meeting. A young woman had suffered 
from a slight chronic otorrhoea since childhood, about 20 or 30 
years, yet the indications did not seem sufficient to warrant re- 
moval. At last she requested the removal, which I did. I found 
on removing the ossicles that they were affected and there was 
some necrosis up at the edge which I curetted later thoroughly, 
but did not go against the opposite side or further down in the 
region of the oval window. Everything looked perfectly well for 
one week. Then she began to develop a facial paralysis, preced- 
ing which she had been in the hospital three days. The paresis 
had been set up by the curettement and extended downward. I 
do not like the facial paralysis which comes from strangulation; 
I therefore made the radical operation and expect the face wil! 
recover its former mobility. After a mastoid operation, after two 
weeks, in a young man who had been operated on, a facial paraly- 
sis developed after touching these granulations. The facial pa- 
talysis lasted ten days. Also had a case last winter, a woman 
with a history of a chronic discharge for many years, one morn- 
ing found her face completely paralyzed. It occurred over night. 
I sent her at once to the hospital and advised her friends. Waited 
four or five days until the paralysis became complete, then made 
the classical operation. Did not remove the ossicles and drum, 
and the facial paralysis recovered and disappeared in about two 
weeks. These are the only cases I have had. Had the mastoid 
operation about 130 or 140 times and have never had a facial 
paralysis, but we are liable to have it any time. I must say that 
I have had better results than my good friend Dr. Randall with 
the extraction of ossicles.. Have tried to be careful in selecting 
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the cases to be subjected to this operation, and I find that there 
are not so many that should be selected for that. I think you 
must study your cases very thoroughly. I have been very for- 
tunate and had only 2 per cent of failures in ossiculectomies, and 
permanent so far as I know and they are all in private practice. 
So I ain in favor of it in well selected cases. I do not believe 
a simple operation should be made in the office and the patient 
permitted to go about. 

Dr. Beck, Chicago:—A case came to me about a year ago with 
perforation posterior-inferior, that is, in the external canal, close 
to the membrana tympani and at first, when found with a probe, 
very small. A foul odored pus came out with it. I found it soft 
to, the probe. In trying to move the probe was not able to do so. 
I used the otoscope and found the membrana tympani was not per- 
forated. The patient said he never had any trouble or discharge 
from that ear that he could remember, but he had had headache, 
pain in the back of the head constantly and I concluded there must 
be some necrosis of the tympanic bone in the region of the sinus. 
No tenderness over the mastoid. Both physicians advised opera- 
tion and this was done five days ago, after trying to clean it up 
by washing and enlargement of the opening; was not able to im- 
prove the condition, so did the operation. The antrum was small 
and filled with some granulations, but no pus. Did not get into 
the middle ear, for it did not seem to be involved. Cutting from 
the fistula to the antrum had to cut over to avoid the point of the 
facial nerve. I curetted the large cavity and cut down back to the 
granulating cavity. The bottom of the same appeared to be 
healthy bone to the curette. In making the usual incision into the 
external canal, I completed the operation at that point. The 
patient has had no complications whatever since the operation. 
This is the fifth day. In regard to camphor oxol, the patient gets 
it for home use and it is used in the clinic and it has cured at least 
fifty cases. Absolutely dried up the ear. Cases that have lasted 
10 or I5 years with suppuration. Camphor oxol is an alcoholic 
substance. It does the work—how I can’t tell. 

Dr. Murphy, Cincinnati:—Experience has taught me to have 
a great deal of respect for these granulations we meet in the middle 
ear, and the temptation to curette them, of course, is very great. 
I believe, however, our trouble arises when we are too energetic 
with the curettement. It is the protecting membrane down near 











SOCIETY PROCEEDINGS. 787 


the lateral sinus that we do not want to disturb. These granula- 
tions will disappear under a very light curettement if we furnish 
ample drainage. It is only when we curette down and attempt to 
remove all the granulations covering the dura that we do injury. 
McCuen cautions us against the disturbance of these granulations. 
I saw a case two weeks ago in which the man was struck on the 
tip of the mastoid with a snowball and a sinus appeared within a 
few inches of the external auditory canal which refused to heal 
after six weeks’ treatment. I then laid open the bone and found 
yranulations were traced down and were in contact with the lateral 
sinus. A quantity of pus oozed up from along the side of the 
sinus. Removal of about half the granulations seemed to answer 
the purpose and the patient has made an uneventful recovery. 

Dr. Ballenger, closing discussion:—It is very interesting to 
notice the difference of opinion that exists amongst men of promi- 
nence here this afternoon. The speaker reports 100 per cent of 
successes, Dr. Holmes 98 per cent, and Dr. Randall, I think, 50 
per cent, and it would be interesting to know why the results are 
so different. It may be on account of the method of operating. 
It might be on account of selection of cases, as suggested by Dr. 
Holmes, and again, it might be on account of prejudiced opinion 
of the men in regard to the successes they had. That is a per- 
sonal reflection, because I am guilty of imagining that I get better 
results than I do. I do not believe there is a man present not 
subject to the same thing. So that part of our successes are imag- 
inary and part are real. A man that has 100 per cent of suc- 
cess by any operation is imaginary, and so I think with 98 per 
cent there is a little imagination. With 50 per cent there might 
be credulence as to the results obtained. I simply mention that 
to call attention to the fact that three men of prominence -have 
somewhat different results, and there are various ways of explain- 
ing the differences 

Dr. Pierce refers to the scheme of Loiter’s as a thing of no 
value whatever as a guide in selection of methods of treatment. 
That is a very broad statement and probably is to be judged in 
the same manner as I have judged the statistics given on the 
subject of ossiculectomies. I believe it is of value, and as Dr. 
Beck has pointed out, the location signifies something; that it is 
an absolute guide would be silly for me to say, and that it has ab- 
solutely no value would be quite silly to say. The success of 
camphor oxol or with any other treatment, or with the mopping 
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out with cotton mops depends upon the thoroughness with which 
the parts are cleaned. The main thing to accomplish is free 
drainage of the parts. With regard to camphor oxol or any other 
solution in the middle ear, I believe we will get better results if 
we will inject it through the Eustachian tube or through the 
perforations in the drum-head and not only cleanse the middle ear 
but the Eustachian tube as well. We overcome the tendency for 
the formation of cicatricial tissue in the Eustachian tube. [ was in- 
terested in Dr. Hope’s method of using camphor oxol and these 
are the methods he used. I believe you will have as good suc- 
cess if you use normal salt solution. 


A Case of Rapidly Fatal Carcinoma of the Epipharynx. H. W. 
Loeb, St. Louis. 


(This papery will be published in extenso in a subsequent issue of 
THE LARYNGOSCOPE. ) 

DISCUSSION. 

Dr. Reynolds, Louisville:—I have in my care at the present 
time a lady about 52 years of age who enjoyed all her life robust 
health. She weighed about 180 pounds about three years ago. 
A year ago last September she came to see me with what ap- 
peared to be an epithelioma occupying both pillars of the left 
side of the pharynx, occupying the upper part of the tonsil and the 
base of the uvula and in the pharynx a projecting mass of vas- 
cular tissue which had bled profusely the evening before. Had 
no pain until that time, although she knew her voice was indis- 
tinct and it was difficult to swallow. This she had recognized for 
several months. It came on slowly and imperceptibly. She pre- 
sented such an alarming appearance at the first examination that I 
thought best to seek counsel, and after an interview with her hus- 
band, it was decided she should visit two other specialists in 
Louisville without any word from me and get a written opinion. 
One of the gentlemen suggested that it might be syphilitic. An- 
other suggested that it might possibly be tuberculous or sym- 
philitic, and both of them suggested that it might possibly be can- 
cer. It was my opinion that it was cancerous at the first exam- 
‘ination. I made local applications and treated her on the ex- 
pectant plan, and a little more than a year after the treatment was 
begun it was noticed that the submaxillary glands on the opposite 
side were enlarged. It has now entirely obliterated the depression 
and there is a well-marked bulging of liver-colored appearance on 
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the right side. The appearance of the anterior covering of the 
base of the uvula and the destruction of the entire tonsil on that 
side and both pillars, mainly the posterior one, have been held 
practically in abeyance. It is not painful, showing no tendency 
to bleed and appears to be covered with epithelium at the base of 
the tongue. I do not believe there are more than 27 cases such 
as I have mentioned in which the growth appears originally in 
the epipharynx. 


Sources of Error in Functional Tests of the Ear. Dr. A. H. 
Andrews. This paper appeared in full in the April, 1902 issue 
of The Laryngoscope. (See p. 249.) 
DISCUSSION. 

Dr. Vail, Cincinnati :—There are two kinds of error, that which 
is chargeable to the patient and that which is chargeable to the 
physician examining the case. A great many people are tone 
deaf. We ask them if they hear certain tones. They cannot hear 
these tones, they are deaf to tones. They get a sensation. Asked 
to imitate that tone or pick it out on a musical instrument, they 
cannot get within five intervals. It is a common condition. They 
cannot sing and know nothing about music. How are you going 
to tell if a patient is going to hear a C. and A. fork; if they are 
tone deaf they cannot get much out of it. Then people imagine 
they hear the tone when there is none at all. A great many people 
say they are deaf and you test them and find they are not deaf, 
and they will exaggerate and you cannot tell. The errors the 
physician is apt to make are mostly in the technique. due, as the 
essayist has said, to his unfamiliarity with the test. 

Dr. Ballenger :—The tone deafness as usually found is not due 
to a defect in the remnant of hearing, but due to a lack of educa- 
tion of the remnant of hearing. Another source of error that I[ 
believe Dr. Andrews did not specificially touch upon is that in using 
these tests reliance is often placed upon a single test, which it seems 
to me is rarely a safe thing to do. If we use these tests we must 
make several of them in each instance—three, or four, or six, and 
if they agree in pointing to one particular condition, then we may 
place considerable reliance upon the information they give. If 
they do not agree, then we must consider very carefully before 
we accept the information that seems to be gotten from them. 

Dr. Andrews, closing discussion:—Tone defect has nothing 
whatever to do with hearing ability. You may be color blind and 
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still able to distinguish the shape of the body, the color of which 
you may not know. So a patient may be unable to reproduce a 
sound, but that is no sign he does not hear it. The question of 
tone deafness does not enter in the least into the question of the 
functional diagnosis of hearing. Education is a congenital con- 
dition and not amenable to treatment. One’s musical ability can 
be improved by education, but where he has tone deafness, no ed- 
ucation will remedy it. 

Dr. Holmes suggested that as the society had grown and new 
wants and emergencies had arisen, it would be well to appoint a 
committee for the purpose of revising the Constitution and By- 
Laws, to report at the next meeting of the Association. 

Moved that such a committee be appointed, and the President 
appointed Dr. Woods of Chicago, Dr. Alt of St. Louis, Dr. Stillson 
of Indianapolis, Dr. Fryer of Kansas City, Dr. Jackson of Denver, 
Dr. Gifford of Omaha and Dr. Wurdeman of Milwaukee. 

It was then moved, seconded and carried that the LAryNGoscopE 
and the American Journal of Ophthalmology be made the official 
organs for this year. 

Officers for the ensuing year were elected as follows: Dr. Wm. 
L. Ballenger, Chicago, president; Dr. J. O. Stillson, Indianapolis, 
first vice-president; Dr. J. M. Ray, Louisville, second vice-presi- 
dent ; Dr. Edwin Pynchon, Chicago, third vice-president ; Dr. Der- 
rick T. Vail, Cincinnati, secretary; Dr. O. J. Stein, Chicago, treas- 
urer. 

The eighth annual meeting will be held in Indianapolis, Ind., 
April 9, 10, II, 1903. 
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The Acute Retro-Pharyngeal Abscess of Infants.—Prarson, S. V. 
—Lancet, October 26, 1901. 


This is not a common complaint, but it is an important one, for 
an undiagnosed case most frequently ends fatally. Irving Snow} 
who recently published three cases, makes a similar statement— 
viz., that retro-pharyngeal abscess unrecognized and untreated 
usually ends in death. And Blackader? says that the notable fact 
with which one is impressed on reviewing the literature is the 
frequency with which these cases remain undiagnosed or receive 
faulty diagnoses. Yet the diagnosis is not as a rule difficult. Thé 
disease is frequently overlooked because its occurrence is not 
thought of. When diagnosed the prognosis is fairly good. The 
common type of case presents the following picture: An infant 
under two years of age is brought, the complaint being that dur- 
ing the course of the last few days the child’s voice has become 
gradually muffled, that there has been difficulty in sucking, or ap- 
parent pain on swallowing, that the child has been restless, has 
loss of appetite, and has been constitutionally ill. In addition to 
this it is remarkable how frequently these troubles have been pre- 
ceded, or are actually accompanied, by a purulent nasal discharge. 
Very often at the time that the infant is first seen there is considera- 
ble obstruction to respiration, sometimes accompanied by much 
recession. Such a case may easily be mistaken for laryngeal diph- 
theria, especially when it is found that some glands in the neck 
are tender and enlarged, and upon examination of the throat the 
tonsils appear red and inflamed, and possibly covered with a mu- 
coid secretion. But it will be observed that the voice is different 


1Archives of Pediatrics, January, 1901. 2Ibid, 1889, p. 8. 
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from that in acute laryngitis, and there is not that characteristic 
croupy cough so often present with laryngitis. Also, on more care- 
ful examination it will be noticed that one side of the neck is fuller 
than the other, and when looking at the throat it may be noticed 
that one tonsil and the corresponding posterior pharyngeal wall 
may appear to be pushed slightly forwards. Too much stress can- 
not be laid upon the importance of making a digital examination in 
all cases where symptoms suggest such a condition. A very small 
amount of education is required in order to detect a small swelling, 
and the most inexperienced can diagnose a well-marked abscess 
in this region. The only difficulty which arises is the difficulty 
of making sure that the swelling was fairly big and quite elastic 
to the feel, but subsequent events proved that it did not contain 
pus. It is said to be very rare for the swelling to become at all 
large without suppuration having occurred, and this has been the 
a;thor’s experience. 

It seems to be generally admitted now that the cause of the 
abscess is acute post-pharyngeal suppurative adenitis. If the con- 
stitutional symptoms are slight and the swelling is small an expect- 
ant line of treatment should be followed. Under these circum- 
stances the swelling may soon disappear, any local condition, such 
as rhinitis, having been attended to and a mild purge given. In 
all other cases, however, operative measures are indicated. Ex- 
cept in the worst cases immediate operation is not necessary. Very 
cften an infant will be in a much better condition for operation by 
waiting for a short time, during which the swelling can be re-exam- 
ined to see whether there is any chance of its being non-suppurative 
and subsiding. The only danger associated with this postpone- 
ment is the possibility of an increase in the dyspnea. Infants are 
liable to a sudden increase of any obstructive dyspnea, and prob- 
ably this is due to some spasm added to the primary cause. The 
actual operation in the case of opening the abscess externally is 
often quite easy, and is generally not very difficult. Moveover, 
the after-treatment of cases treated by the external method is en- 
tirely satisfactory. 

The position of the incision should be immediately behind, and 
parallel to, the sterno-mastoid; its centre should be as nearly as 
possible on the same level as the centre of the swelling behind the 
pharynx, or a little below this. Towards the bottom of the wound 
the spinal accessory nerve must be avoided. . Having used a knife 
to cut through skin and fascia, the posterior edge of the sterno- 
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mastoid being carefully exposed and the muscle pulled slightly 
‘orwards, the knife should be abandoned in favor of a blunt dissec- 
tor and a pair of dissecting forceps. By the time this stage of the 
operation has been reached it may have been necessary to remove 
one or two slightly enlarged glands situated behind the sterno- 
mastoid. From this time onward the operation consists in a care- 
ful separation of the structures until the prevertebral region is 
reached. The landmarks are the transeverse processes and the 
plane of the anterior surface of the vertebral bodies. Keep well 
back, feel with the finger for these landmarks, and there will then 
be no danfer of injuring the jugular vein or cervical sympathetic, 
the only two structures likely to be interfered with. The patient 
should never be at all deeply under. Then matters are much 
facilitated by introducing one finger into the mouth and a finger 
of the other hand into the wound. By this means the exact limits 
of the abscess-cavity can be made out. Then a fairly fine-pointed 
blunt dissector, or similar instrument, can be passed along the 
front of the finger in the wound and the abscess-sac pierced. The 
pus flows out readily when the opening is made larger by means 
of a pair of sinus forceps guided into the cavity by the instrument 
already introduced. Irrigate the cavity once or twice with some 
antiseptic solution. Then a very small drainage-tube should be 
introduced right to the greatest depth of the wound, and perhaps 
a small strip of gauze around this superficially. One or two 
stitches are then put in to bring the edges together above and 
below the tube, and an ordinary antiseptic dressing is applied. 
With regard to after-treatment, there is nothing very much of im- 
portance. It is best to leave the small drainage-tube in for about 
forty-eight hours or three days, to irrigate the wound by gently 
syringing it with 1 in 4,000 perchloride or biniodide solution for 
the first few days, and after that with a weak solution of iodide. 
It is best to dress it twice within the first twenty-four hours of the 
operation, but after that once daily is sufficient. After the tube 
has been removed a very thin plug of gauze should be introduced, 
and every other day slightly shortened. Some discretion is re- 


quired in carrying out this detail; the point is to strike a mean 
result between getting a reaccumulation of pus and a long-lasting 
callous sinus. Some indication as to the rate of healing of the 
sinus is given by stating that in about three weeks from the time 
of the operation the wound should be healed. 


St. CLAIR THOMSON. 
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The Choice of an Anesthetic in the Adenoid Operation,—RicHARD 
ArtuuR (Sydney, Austral.)——Australas. Med. Gaz., July 21, ’02. 


This is a pungent article, the author boldly condemning the use 
of chloroform, giving his reasons, and supporting his attitude by 
quoting undoubted authorities. He holds that chloroform is dan- 
gerous for two reasons : 

1. That the (adenoid) patient is often of the so-called lymphatic 
diathesis, or status thymicus, characterized by enlargement of the 
tonsils, lymph follicles and glands, of the spleen and of the thymus 
gland. In this condition there seems to be peculiar risk in the 
administration of chloroform, due, it is thought, to the heart being 
prone to dilation with resulting sudden syncope. 2. That the 
child with adenoids, especially if there is also hypertrophy of the 
tonsils, is already suffering from imperfect aeration of the blood, 
and in this state it is very easy to overstep the limits of safety, 
more particularly if there is any struggling. 

While it must be admitted that many deaths have been recorded 
in adenoid operations, where in every case chloroform has been 
the anesthetic used, Arthur. thinks one can safely challenge the 
supporters of chloroform to bring forward a single instance with a 
fatal result where another anesthetic has been used. 

He holds that it is no argument for anyone to state that he has 
administered chloroform without untoward results in a large nuin- 
ber of cases, and therefore it must be safe. This is, he says, a 
flagrant example of imperfect induction. One is not justified in 
drawing a conclusion as to the safety of chloroform from a limited 
number of instances, when both a priori considerations and the data 
of genera] experience are opposed to such a conclusion. The 
immunity from serious results may be ascribed to a fortunate choice 
of case, to exceptional skill in administering the anesthetic, or to 
the unknown element of luck; but from the mere calculation of 
probabilities the possibility of disaster is always imminent. 

However small the proportion of deaths from this cause, he holds 
there is no justification for it. There are anesthetics which, judg- 
ing from experience, can be pronounced perfectly safe. First and 
foremost stands nitrous oxide by which an anesthesia is obtained 
lasting for about 20 to 30 seconds, followed by a period of about a 
minute of imperfect anesthesia, in which, though there may be 
struggling and cries, there is little or no consciousness of pain or 
discomfort. This should afford plenty of time to clear out the 
naso-pharynx, and if necessary remove the tonsils. 
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It has been urged against nitrous oxide that the apparatus re- 
quired is cumbrous, and cannot be carried about. The author 
thinks. this objection has been exaggerated, for the whole appa- 
ratus, including a hundred gallon cylinder of gas, can be packed 
into a hand-bag, and weighs only about ten pounds. The argu- 
ment about the cumbrousness and inconvenience either of gas or 
ether is besides the question. The anesthetist’s first duty is not 
to suit himself, but to see to the safety of the patient. The same 
objection as to inconvenience may be urged with equal force against 
the aseptic technique, which always involves trouble to the sur- 


geon and occasionally to the patient. 
If gas is not available, or the operator needs a longer anesthesia, 


there is no reason why ether should not be chosen. An objection 
is made that ether increases the hemorrhage during the operation. 
While not prepared to admit that this is true, the author holds 
that even if it is, the loss of a slight extra‘amount of blood is of 
little importance. EATON. 


Treatment of Whooping Cough by Compressed Air.—RoGaAz AND 
DrL_mMAs.—Archiv., de Med, des Enfants, May, 1902. 

This article contains a report of fifty cases treated by the com- 
pressed air method. The precautions necessary are to have the 
pressure in the air chamber both increased and decreased very 
gradually. The maximum pressure was one and two-thirds atmo- 
spheres, and this to be used only after several sittings. 

The treatment can be used in the cases of children of all ages, 
with the result that the attacks are less frequent, less intense and 
of shorter duration. The catarrhal bronchitis is greatly dimin- 
ished. The general condition of the patient is better. The total 
length of the disease is lessened. There is no danger attendant 
upon its administration, and dilitation of the right heart (frequently 
found in severe cases), does not preclude its use. M.A.G. 


The Method of Inhalation in the Treatment of Tuberculosis of the 
Larynx.—BERBINEAU.—Rev. Heb. de Laryng. D’Otol. et de Rhino- 
logie, May 17, 1902, No. 20. 

The author reports his results obtained during three years’ ex- 
perience. He uses a glass tube for the inhalation which enables 
the patient to apply his own treatment. Every case treated was 
successful. According to Leduc, inhalations of diodoform is the 
most useful for the cure of tuberculosis. 

W. SCHEPPEGRELL. 
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Rheumatism as a Cause of Epistaxis in Children.— PuIL.ips, 
Sipngy.—Lancet, February 22, 1902. 

Ten cases are quoted to show the association of rheumatism and 
epistaxis. In all these cases the urine was carefully examined, and 
it was found to be free from albumen. There was no local nasal 
disease, and no cause could be found for the epistaxis except that 
there were evidences of a rheumatic diathesis. The author could 
bring forward many other cases similar to the above. In some of 
them the epistaxis came on with an attack of acute rheumatism, 
in others epistaxis alternated with attacks of articular inflamma- 
tion or was preceded by them, and in some cases it occurred in 
connection with chorea, which was presumably rheumatic. That 
in children synovial effusion into joints and articular rheumatism 
may occur without any pain has often been pointed out, but it is 
even now scarcely sufficiently remembered ; and if the joints were 
examined in some cases of epistaxis a clue would be often found to 
the cause of the latter. 

Epistaxis is one of the toxic effects of salicylates given intern- 
ally. Dr. L. Shaw! found that it occurred in eleven patients of 
174 under the treatment of rheumatism by salicylates. None of 
the patients referred to, however, had taken salicylates before the 
epistaxis occurred, and all but one, who did not respond to it, took 
the salicylate with good result. It is possible that in some cases 
of rheumatism treated by salicylates where epistaxis occurs it is 
due to the disease, and not to the drug. 

In all the literature on rheumatism the author has not found 
any suggestion that rheumatism may cause epistaxis except indi- 
rectly, through setting up endocardial changes. In a very excel- 
lent article on epistaxis by Dr. F. de Havilland Hall? various altera- 
tions in the blood are mentioned which are attended with epistaxis 
as a prominent symptom—viz., hemophilia, purpura, scurvy, chlor- 
Osis, anemia, pernicious anemia, and malarial poisoning, but not the 
rheumatic diathesis. The only suggestion that rheumatism has any 
influence whatever in the causation of epistaxis is in a paper by 
Dr. Rendu® of Paris, quoted by Dr. Hall, in which it is said that 
epistaxis may occur in young persons who become later the subjects 
of piles or rheumatism. It may be said that epistaxis occurs in 
the young who are already the subjects of rheumatism. 

There..is nothing inherently improbable in the supposition to 
which many cases point that rheumatism may give rise to epistaxis, 
for many other blood states are acknowledged to do so, and rheu- 
matism is a known cause of one variety of purpura in which hemor- 
rhages occur from cutaneous and mucous surfaces. 


St. CLAIR THOMSON. 


1 Guy's Hospital Reports, 1887. 2 Westminster Hospital Reports, 1893. 
3 La Semaine Medicale, June, 1884. 














800 SELECTED ABSTRACTS. 


Transillumination of the Frontal Sinus.—Dr. CLaus.—Archiv, 
Jur Laryngol., Band XIII, Heft. I. 

The author’s experiments were made on 117 cadavers from Pro- 
fessor Langerhan’s clinic. The old method of transillumination 
was used, as well as that introduced by Arthur Meyer in igor, 
where the lamp is placed in the globella and the attempt made to 
throw the light upward through the sinus. The result of the whole 
work was to show the utter untrustworthiness of transillumination. 
The most frequent cause of failure to illuminate the sinus, was the 
thickness and vascularity of the bony walls. Even large sinuses 
could not be illumined when the walls were thick. In several cases 
where pus was present, the transillumination was successful, since 
it happened that in these very cases the walls were thin. In only 
one case of empyema, where the cavity was filled with thick, green 
pus, was a shadowing perceptible. 

Serum, or a sero-sanguineous effusion did not prevent the pass- 
age of the rays. 

In every case, after experimenting with the light, the sinuses 
were chiselled open and their exact condition ascertained. Reason- 
ing from these results, the author naturally places little impor- 
tance on the value of transillumination of the frontal sinuses, as 
an aid in diagnosis. VITTUM. 


Treatment of Chronic Suppuration in the Frontal Sinuses.—H. 
LAMBERT Lack.—Fdinburg Med. Jour., June, 1902. 

The author first discusses treatment through the nose by means 
of antiseptic irrigation. He thinks this method should be reserved 
for those cases in which the patient is very averse to an external 
operation, in which irrigation of the sinus is easy and in which 
no urgent symptoms are present. He does not, however, favor 
this line of treatment. With regard to the performance of the ex- 
ternal operation, he considers that the decision should be left to 
the patient, unless there are any urgent symptoms present, such 
as severe pain, deficient drainage, bulging of the cavity, cerebral 


symptoms or general ill health. The external operation is next 
discussed and after viewing the various methods of drainage that 
have been practiced and citing a number of cases which have term- 
inated fatally, he concludes by making a plea for obliteration of 
the sinus as the best means of effecting a cure in almost every case. 
Even when the sinus is large the disfigurement is not nearly so 
great as might be anticipated. 


A. LoGAN TURNER. 
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The Relation between the Voice and the Structure of the Vocal 
Organs.—M. G. AvELiLis.—Rev. Heb. de Laryngol., D’Otolog. et 
de Rhinologie, May 10, 1902, No. 19. 

Observations on singing birds show, in a general way, that a 
stronger and more distinct vocal organ is associated with an infer- 
ior faculty of song. There are numerous exceptions to this, how- 
ever, as in cases in which the power of song is developed and 
elaborated by a sort of purely intellectual exercise,. but in which the 
organs of song show only mediocre development (parrot) ; while on 
the other hand, we find the organs perfectly developed, accom- 
panied by but ordinary faculties of song (crow), susceptible, how- 
ever, to improvement by exercise. 

We know also that the male singer has a much stronger voice 
than the female, and that in the true singing birds the muscles 
connected with song production have a marked development in 
relation with the general system. 

‘The author states positively that the increase of the faculty of 
singing is accompanied by a greater development of the vocal 
organs, while the observations made :n the field ot ornithology 
justifies the conclusion, from this point of view, that it is not the 
organ which creates the function, but the function the organ. 

The moral faculties transmitted by mheritance, which in this 
case is the instinct to sing, stimulates:‘the function which results in 
the greater development of the organ. In cases in which the func- 
tion is absent, the physical development remains latent, as in the 
females of singing birds. 

The degree of development of the vocal organs is then the result 
of exercise, the production of a function. 

The same laws are applicable to the human larynx. The long 
continued practice of a singer shows distinct enough in an autopsy, 
but is not noticeable in the laryngoscope, as it never reaches the 
proportions necessary for this. It is thus that song is a creation 
of art and not a production of strength. From the standpoint of 
accuracy, the term “larynx of a singer” means nothing. Every 
well-trained larynx, whether of the actor, orator, preacher, or sim- 
ply of a public crier, should after death; resemble that of the singer. 
The principle characteristics of the singer are found in the brain 
and not in the larynx. 

The sense of rythm, of tact, of tone, of the pitch and purity of 
sound, the musical memory and the physical faculty of expression 
are the characteristics which distinguish a singer, and one can no 
more judge the talent of a singer from his larynx, than the musical 
talent of Sarasate from his hand. 


W. SCHEPPEGRELL. 
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Carcinoma of the Oesophagus.—C. HENNEBERT.—Revue Heb. ae 
Laryng., D’Otol. et de Rhinologie.—May 3, 1902. 


A man of forty-two years died of oesophageal carcinoma lo- 
cated 23 centimetres from the dental arch; death resulted six 
months after the first symptoms developed. The following are the 
points of special interest in the case: 

In the beginning, the appearance of a persistent cough resem- 
bling whooping cough was attributed to compression of the pneu- 
mogastric. During the last two months food was taken only by 
means of a soft tube. Catheterization, practiced every second day, 
at first resulted in marked improvement of the general condition. 
A piece of tumor expectorated during a paroxysm of coughing 
enabled a correct histologic diagnosis to be made. Nothing is 
stated as to whether the operation of gastrotomy was considered. 

W. SCHEPPEGRELL. 


Treatment of Acute Otitis Media by the General Practitioner. — 
F. S. OwEN.—Western Medical Review, Feb. 1902. 


A very clear and concise review of the subject of acute otitis 
media, especially as to its treatment by the general practitioner. 
Nothing new is added to the subject by the author, but his pre- 
sentation is so lucid and in such perfect accord with the teaching 
of the day that the paper merits reading by the specialist as well as 
the general practitioner. STEIN. - 


Brain Complications in Suppurative Ear Disease.—F. G. StuEBER, 
American Medical Compend., Feb., 1902. 


Owing to an imperfect understanding of some of the more ser- 
ious complications of suppurative ear disease, the general practi- 
tioner very often mistakes brain symptoms for typhoid, malarial 
and other fevers. 

Several of the various routes of infection are mentioned, with 
particular stress upon the labyrinth as an avenue by which infection 
is transmitted to the interior of the cranium. The author, how- 
ever regards the petro-squamosal suture as a most unlikely route 
for such an infection to travel by. 


STEIN. 
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Some Results of Hearing-Tests of Chicago School Children.—p. 
P. MACMILLAN.—Medicine, April, 1902. 


In carrying out these tests an electrical instrument called the 
audiometer was used, and with it nearly seven thousand school 
children were examined. The results show that those between 
the ages of 6 and 18 tested for aural acuity, 16 per cent were found 
defective in hearing in one or both ears ; 634 per cent of the total 
number were found defective in both ears. 

From these examinations it was found that there existed a 
marked causal connection between defective hearing and the pu- 
pil’s ability to advance in the prescribed school courses. It was 
also noted that such pupils were slower in movements and more 
defective in growth and speech. 

STEIN. 


The Complete Mastoid Operation with Thiersch Grafting.—Bal- 
lance.—J. LOCKHART GIBSON (Brisbane, Austr. )—Australasian 
Med. Gaz., July 21, 1902. 


Gibson remarks that Ballance’s mastoid operation is not only 
the most radical of all the complete mastoid operations, but ap- 
pears to be attended with less disfigurement, and is followed by 
quicker healing of the bone cavity than is the case in any other 
operation of at all radical a nature. Ballance’s modifications of 
the operation are thus given: 

1. The incision, though long, is in the line of the hair, and there- 
fore practically invisible after complete healing. 2. The mouth 
of the meatus is enlarged, and it is so without disfiguremenf. — 3. 
The posterior wall of the cartilaginous meatus, together with a 
part of the concha, is displaced upwards and backwardg and fixed 
so as to form the outer and part of the superior wall of the pos- 
terior portion of the enlarged meatus.. 4. From ten days to three 
weeks after the operation the essential parts of the granulating 
walls of the enlarged bone cavity are covered with a Thiersch 
graft, which, if successful, leads to rapid healing of the wnole cav- 
ity and its being lined by a thin layer of epithelium. 

Gibson gives in detail a history of a case illustrating the steps 
of the operation and the process of healing, which account is too 
long for abstraction. EATON. 
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Two Cases of Abscess in the Temporo-sphenoidal Lobe Presenting 
No Lesion in the Ear.—Lrxs, D. B.—Lancet, May 3, 1902. 


Abscess of the temporal lobe of the brain is so commonly con- 
secutive to suppuration in the middle ear that it is desirable to 
record instances where no ear-lesion is present. In the following 
cases there was necrosis of a small portion of the petrous bone, 
but the middle ear appeared to be perfectly healthy. Septic organ- 
isms may have been conveyed to the petrous bone and to the brain 
from a transient otitis externa, which is not uncommon in chil- 
dren. Mr. C. Mansell Moullin described a case at a meeting of the 
Clinical Society of London,! in which an abscess was found in the 
temporal lobe, although there was “no sign of middle-ear disease.” 

Case I. A girl, aged six years, was admitted into the Hospital 
for Sick Children, Great Ormond street, on November 14, 1901, 
under the care of Dr. D. B. Lees. Yor two months before admis- 
sion she had suffered trom frontal headache and earache and for the 
previous month from vomiting. On admission her attitude was 
one of cerebral irritation, with evidence of marked photophobia. 
She complained of severe intermittent pain in the right frontal 
region. No paralysis or rigidity was present, but there was optic 
neuritis on each side, which was more advanced on the right side. 
Percussion of the head elicited tenderness only over the right side 
of the forehead. The tympanic membranes were normal, and no 
discharge from the ear was found. The child’s condition remained 
about the same till the morning of November 25, when she died 
suddenly. 

Necropsy.—At’ the post-mortem examination an abscess con- 
taining about two ounces of greenish inodorous pus was found in 
the right temporo-sphenoidal lobe, with rough walls of some thick- 
ness and consistence. On the dura mater, facing its point of near- 
est approximation to the surface and overlying the external audi- 
tory meatus about % inch from the tympanum, was a hiatus 34 
inch diameter, with discolored margin, leading to a necrotic de- 
pression in the bone. On chiselling away the latter the underly- 
ing lining membrane of the meatus was found to be normal. The 
dura mater. over the middle ear was normal, and the cavity of the 
latter and the mastoid cells contained only a trace of clear mucus, 
the walls and ossicles showing no change. The organs in other 


1fransactions of the Clinical Society of London, Vol. XXVII, 18%, p. 124. 
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parts were healthy. A pure culture of the streptococcus pyogenes 
was obtained from the pus. 

Case II.—A girl, aged one year and nine months, was admitted 
into Dr. Lees’ ward on July 16, 1896. Three months before ad- 
mission she had suffered from vomiting, and used to put her hand 
to her head and cry out. For three weeks before admission she 
had lost the use of her limbs, a condition which was ushered in by a 
fit. The child was drowsy, with bulging fontanelle, and presented 
a left-sided hemiplegia. A double internal squint subsequently ap- 
peared, but no optic neuritis, Death occurred on August 16. 

Necropsy.—The post-mortem examination disclosed an abscess 
of the size of a hen’s egg in the right temporo-sphenoidal lobe, 
with tough walls and containing thick, greenish pus., Some amount 
of basic meningitis was also present. The brain and membranes 
were adherent to the right great wing of the sphenoid, and the 
right petrous bone showed a small patch of disease of about the 
size of a three-penny piece above the tympanum. The middle ear 
on this side was healthy and the membrana tympani was clear and 
thin. Otherwise the body showed no abnormality. 

Remarks by Dr. Lees :—In each of these two cases an abscess 
in the right temporo-sphenoidal lobe apparently resulted from 
necrosis of a small part of the petrous bone, without any affection 
of the tympanic cavity or mastoid cells. It is, however, to be re- 
gretted that the temporal lobe and petrous bone had not been re- 
moved together and placed in formalin before it was attempted to 
trace the path of the suppurative infection. In the case first nar- 
rated the necrosed part of the petrous bone lay over the external 
auditory meatus, and in the earlier case it lay over the tympanum. 
In both cases the underlying mucous membrane was healthy, and 


it seemed probable that the bone was the primary seat of disease. 
The cases prove that necrosis of the petrous bone and temporo- 
sphenoidal abscess may exist when there is no otorrhea and the 
tympanic membranes are normal—a fact of great importance in 
diagnosis. St. CLArr THOMSON. 


A Case of Epilepsy Cured by Operation for Empyema of the 
Maxillary Antrum and for Polypi.—Dr. W1LL1AmM Gross- 
KOPFF.—Archiv. fur Laryngol., Band III, Heft I. 


The title is a brief abstract of the paper. The antrum was 
opened through the alveolar process. No epilpetic seizure for 
three months, 


VITTUM. 
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The Pathological Conditions of the Cranial Sinus.—T, S. Kirx- 
LAND (Sydney, Austral. )}—Australas. Med. Gaz., June 20, 1902, 


Kirkland, with the assistance of a pathologist, examined 100 
cases post mortem, analyzing also the relationship between the 
disease producing the fatal issue and the pathological condition of 
the interior of all the sinuses: Highmore, frontal, ethmoid, sphe- 
noidal, lateral middlé-ear and mastoid. 

The examinations cover a period of one year. During jour 
months of that time an epidemic of influenza occurred, followed 
in a number of cases by a fatal form of pneumonia. Pneumonia 
accounted for 22 deaths out of the 100, and in no less than 11 cases 
were one or the other of the sinuses involved, viz., 50 per cent. 
The sphenoidal sinuses contained pus in eight of those cases, and 
in three cases clear fluid, so that 50 per cent of the cases dying 
of pneumonia implicated the sphenoidal sinuses. 

Of the whole number of cases dying of various diseases in 35 
per cent there was pus in one or other cavities. The percentage of 
cases occurring in pneumonia was 45 per cent and Kirkland thinks 
it justifiable to assume that the pneumococcus and its associates 
are actively instrumental in producing disease of the accessory 
cavities of the nose, 

He mentions three cases of his own with the view of raising 
the question as to whether sinus diseases are ever the primary 
factor in producing disease of the lungs. He is sure that that 
suppurating disease of the upper respiratory tract is now and then 
the causes of serious disease of the lungs, and cites three of his own 
cases as proof. 

Next in numerical importance came the ethmoidal sinuses, which 
were involved in 13 cases, 8 containing pus, and the others various- 
ly colored fluid. 

The frontal sinuses were only eight times concerned in a depart- 
ure from the normal. 

Only four cases of suppuration were found in the maxillary 
antrum. 

The sphenoidal cavities were involved in not less than 29 cases, 
19.0f which contained pus. 

The author is inclined to think that the condition known as 
Thornwalt’s disease originates in the sphenoidal sinus, and that 
the pus seen in the region of the bursa of Thornwald is merely the 
pus which has trickled from above. EATON. 
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A Method by which Deposition of Moisture on the Laryngeal 
Mirror may be Prevented without the Aid of Heat.—Down1z, 
WALKER.—Lancet, March 1, 1902. 


An ordinary laryngeal mirror is taken, and after polishing it 
with a soft cloth the surface of the mirror is rubbed or pencilled 
over with le crayon anti-buee. This dulls the surface. The mirror 
is again wiped or polished with a soft cloth, and the surface will 
again be clear and bright. It may then be breathed upon without 
its brightness being affected. After being so prepared the mirror 
may be used for laryngoscopic examination, and it may be retained 
in contact with the palate or in any part of the buccal or pharyn- 
geal cavities as long as may be desired, or, as is ever necessary, 
without the reflecting surface being affected in the slightest degree 
by the breath-borne moisture. The crayon causes no scratching 
of the glass, nor does its use interfere with the cleansing and ster- 
ilizing of the mirror. This method of preserving a clear, bright, 
reflecting surface will be found of great service under the following 
circumstances—namely: (1) in an examination to be made with 
electric light ; (2) where a prolonged use of the mirror is necessary ; 
(3) in examinations made away from home; and (4) in the exam- 
ination of children whose timidity is so often increased by seeing 
the mirror held over the flame of the lamp before being used. 
Dentists may also find the “crayon” to be useful, and the eye-piece 
of a microscope may be kept perfectly clear and bright, even dur- 
ing a prolonged examination in warm weather. 

(Note by Abstractor.—The “crayon” can be obtained from most 
of the dealers in-motor-car accessories, as it is often used by auto- 
mobilists.) St. CLAIR THOMSON. 


The Edelmann «Galton-Pfeife.”—H. MACNAUGHTON JONES.— 
Edinburgh Med, Jour., April, 1902. 

The author gives a minute description of von Edelmann’s most 
recent Galton whistle and endorses the value of the instrument 
for estimating the presence of a labyrinthine affection. 

A. LOGAN TURNER. 





BOOK REVIEWS. 


Lehrbruch der Ohrenheilkunde,—By Pror. Dr. L. JACOBSON and Dr. L. 
BLau. Third revised edition. GzorGE THIEME, Leipzig, Publisher, 1902. 
The third edition of this valuable treatise on diseases of the ear is 
before the profession. Much has been added to the earlier editions, espe- 
cially in the sections on functional examinations; differential diagnosis; 
pneumo-massage of the middle ear; chronic suppurative otitis, chronic ca- 
tarrh of the middle ear; the radical operation for the treatment of chronic 
suppurative otitis; the deaf and dumb, and cerebral complications of an 
infectious nature, together with otitic pyaemia and septicaemia. 

The various eruptive diseases are considered in thier relation to aural 
complications. 

Considerable information of an unbiased nature is offered to the reader 
in this volume, as the authors have incorporated in their work the opinions 
and suggestions of other noted aurists. To appreciate the exhaustiveness 
of this excellent book, one has but to scan the index to read that the chap- 
ter on “General Therapy of Ear Diseases” is treated in twenty-six sub- 
divisions. In the section on “Diseases of the External Ear,” the various 
skin lesions together with other affections of the auricle and canal are care- 
fully considered. Twenty-seven (27) pages are devoted to this subject. 
Manifestations of the “Eustachian Tube” are described in a more lucid 
manner than is customary with modern writers. 

Affections of the internal ear, including Meniere’s disease, involvement 
of the auditory nerve, cerebral deafness and labyrinthine disturbances dur- 
ing intoxication are given considerable attention. 

The various forms of cerebral extension, sinus and jugular thrombosis, 
otitic pyaemia and septicaemia are discussed in detail. 

The numerous modifications of the radical mastoid operation are de- 
scribed with illustrations. An entire chapter is given diseases of the nose, 
pharynx and naso-pharynx, and their influence upon aural affections. Three 
hundred and forty-five illustrations, nineteen plates, including instru- 
ments, methods of examination and treatment, and pathological and anat- 
omical descriptions are appended to the text. The only objection that may 


be offered is the smale size of the type in portions of the book. 
M. D. L. 
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